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Editorial 


ANOTHER YEAR OF PROGRESS 

Physicians of Illinois confront a crucial year. 
The Editor of the JouRNAL wishes a happy and 
prosperous twelvemonth to all of his confreres 
and readers. But this prosperity and happiness 
will be a false treasure if the vital needs of the 
moment are neglected or overlooked. 

So general has at least semi-luxurious living 
become that unless this republic is to falter and 
fall as did its Roman predecessor, attention must 
be paid to those abstract issues that are the very 
foundation of the concrete conditions that lead 
to material success. 

No man, no profession, no science can afford 
to barter with a principle. Making friends with 
the mammon of iniquity may be pursued beyond 
the bounds of expediency into the fields of posi- 
tive destruction. No longer can the medical pro- 
fession regard with half-tolerance the strides 
made by lay dictators towards further abetting 
the construction of such a bureaucracy that not 
only the health welfare of the people, but the 
very constitution of the country will be shaken 
to its roots. 

Menacing legislation such as the prohibition 
and drug control acts, the Sheppard-Towner law, 
the educational bill and various state adaptations 
of these and other federal interferences have the 
medical profession by the throat. State medicine 
is due to follow unless, as has been pointed out 
from the start by this JourNAL, the profession 
ceases napping, realizes that Santa Claus is a 
figment of childhood days, and that facts must 
be faced and fought. 

Realization of the conditions, the knowledge of 
what these conditions mean and the skill with 
which to make the combat one of triumph for 
science and civilization must be brought home 
immediately to every doctor, and to every under- 
graduate medical student in the country. It is 
not enough for district, city, county and state 
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medical societies to know of the dangers to 
humanity that lie in menacing legislation and 
lay dictation of medical practice, but there exists 
an increasing necessity for the junior medical 
man to realize just how vital is a combined front 
of ethical principles, in order that the science of 
medicine may continue to go on, and not to 
relapse into primitive discord. 

Organization will enable the graduate medical 
profession to fight for its rights and for those of 
humanity through the ballot box. Instruction 
in these principles must be dwelt upon in our 
colleges. It is a sad thing to hear of a half- 
baked medical student taking up with the iniqui- 
tous profits of some cult or branch of quackery 
and bragging about his medical school affilia- 
tions. 

This will be, as has been said, a year of crises. 
Each crisis brings in its train an opportunity. A 
new president is to be chosen and with this choice 
will come perhaps an entirely new set of law 
makers, and law enforcers, and law adjudicators. 
If the science of medicine had in the past stood 
up for its privileges and its rights, as such a 
science should have done, there would be no ques- 
tion as to what the statute books of the future 
might bring forth. A science of humanity, such 
as the medical profession, should lie far above 
the state. But does it? Ask the men who have 
tc submit to some of the idiosyncrasies of lay 
dictation. 

For the medical profession the year of 1928 
can be and should be a “banner year.” That it 
shall be such is the heartfelt wish of the editor. 
And such a year it can be, if even the busiest 
and most overworked doctor in the ranks will 
pause long enough in his zeal for his patients to 
give a thought and to spare some zeal for the 
profession itself. 

This means more co-operation among the doc- 
tors in point of organization and of personal 
effort in this organization once it has been 
effected. For the sake of humanity, doctor, let 
us all stand together to lift our profession out 
of the clutches of lay dictation and bureaucratic 


control. 

And once again, a happy and prosperous New 
Year to every reader, advertiser, and subscriber 
o the JOURNAL as well as to each physician who 
i3 one of the owners of this state periodical. The 
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JOURNAL has just had a most successful year. 
Let it be hoped that the coming twelve months 
will be even more prosperous than those that 
have just passed. 





NEXT ANNUAL MEETING OF THE ILLI- 
NOIS STATE MEDICAL SOCIETY 


May 8 to 11, 1928 
NEW STEVENS HOTEL, CHICAGO 


The seventy-eighth annual meeting of the IIli- 
nois State Medical Society will be held in Chi- 
cago, May 8 to 11, 1928, in the new Stevens 
Hotel, which is the largest hotel in the world. 
On account of the character of the conference 
this year, it is thought advisable to extend the 
time to four days instead of three days. 

As a combination clinical and scientific ses- 
sion, clinics will be held at the new medical units 
of the University of Chicago, of Northwestern 
University, and of the University of Illinois, and 
at the Cook County Hospital. All scientific and 
general programs will be at the Stevens Hotel. 

Exhibits will be at the hotel, including many 
scientific displays and demonstrations, as attrac- 
tive features. 

Invitations have been sent to the physicians of 
states adjoining Illinois, such as Michigan, Wis- 
consin, Iowa, Missouri and Indiana, all adjacent 
to Illinois, and this insurances a record-breaking 
attendance. General hospital clinics will be ar- 
ranged for both Monday, May 7, and Saturday, 
May 12, and during the session for a full week 
of clinics, 

Officers of the five sections are anxious to get 
in touch immediately with members from both 
the Chicago Medical Society and the downstate 
societies who desire to read papers at the meet- 
ing. 

Elsewhere in this issue is a preliminary out- 
line of the program of some of the sections. 

It will be noticed that the programs this year 
will be conducted somewhat differently from 
those of former years. 

The seventy-eighth meeting should be the ban- 
ner convention in the history of the State So- 
ciety. 
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DOCTORS WISHING TO READ PAPERS 
AT THE ANNUAL MEETING OF 
THE STATE SOCIETY QUALIFY 

AT ONCE 


Any member of the State Society who wishes 
to present a paper before any of the sections at 
the annual meeting of the State Society that will 
be held at the Stevens Hotel, Chicago, May 8 to 
11, 1928, is requested to communicate with the 
secretary of the section to which his subject 
belongs logically. 

The section officers are as follows: 


Medicine: J. L. Sherrick, Chairman, Mon- 
mouth. 

N. S. Davis III, Secretary, 925 North Michi- 
gan Blvd., Chicago. 

Surgery: J. R. Harger, Chairman, 25 East 
Washington St., Chicago. 

Earl D. Wise, Secretary, Champaign. 

Eye, Ear, Nose and Throat: C. F. Yerger, 
Chairman, 4458 West Madison Street, Chicago. 

Walter Stevenson, Secretary, Quincy. 

Public Health and Hygiene: A. A. Crooks, 
Chairman, Peoria. 

E. W. Mosley, Secretary, 3325 Lincoln Ave- 
nue, Chicago. 

Radiology: 
Quincy. 

E. G. C. Williams, Secretary, Danville. 


Harold Swanberg, Chairman, 





MAKE HOTEL RESERVATIONS EARLY 


The seventy-eighth annual meeting of the IIli- 
nois State Medical Society will be held at the 
Stevens Hotel, Chicago, May 8 to 11, 1928. 

In anticipation of the largest and best meet- 
ing in the history of the Society, the committee 
on arrangements has inaugurated extensive prep- 
arations for the meeting and entertainment of 
visiting physicians and their families. 

The committee on hotel accommodations urges 
that reservations for the meeting shall be made 
early. 

The Stevens Hotel, Society Headquarters, 
Michigan Boulevard, between Seventh and 
Fighth Streets, Chicago, will house the scientific 
as well as the exhibition features of the meeting. 

Reservations should be made directly with the 
Hotel Stevens, 
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Below is an outline of the cost of rooms and 
of meals at the Stevens. 


THE STEVENS ROOM RATES 
Extra Value Without Extra Cost 


Number Single Double 
of Rooms Rate Rate 
263 $ 3.50 $ 5.00 
1242 4.00 6.00 
943 5.00 7.50 
278 6.00 9.00 
181 7.00 10.00 
93 10.00 15.00 


Fixed-price meals: 
JAPANESE LUNCH ROOM 


Breakfast, 45c; luncheon, 65c; dinner, $1.00. 
COLCHESTER GRILL AND OAK ROOM 
Breakfast, 60c and 75c; luncheon, 85c; dinner, 
$1.50; Sunday dinner, $2.00. 


MAIN DINING ROOM 


Luncheon, $1.25; dinner, $3.00 per person. 
A la carte service is available in all restaurants 
at all meals. 





A FEW FACTS ABOUT THE STEVENS HOTEL 


The Stevens Hotel, which will be convention head- 
quarters of the Illinois State Medical Society, May 
8 to 11, 1928, is the world’s largest and greatest hotel, 
occupying the entire block on Michigan Boulevard 
between Seventh and Eighth Streets. The hotel over- 
looks Grant Park and Lake Michigan. 

An investment of $27,000,000 in ground, structures 
and surroundings is represented. There are 3,000 
rooms each with bath, circulating ice water, closet, 
outside light and air. 

The Stevens rises twenty-five stories above the 
ground with a four-story tower above and five base- 
ment levels below. Four entire floors are given over 
to public use and service. These contain dining rooms, 
restaurants, lobbies, lounge rooms, ball rooms and 
shops. 

The Stevens is recognized as having the largest and 
most beautiful ball room in the world, equipped with 
motion picture screen and every facility for dinners, 
meetings, dances and spectacles, including a theatrical 
dimmer board by which every conceivable chromatic 
lighting effect can be produced. 

There are seven ball rooms in The Stevens Hotel 
and nine private dining rooms with seating capacity 
from twenty-five to one hundred in each. One hun- 
dred rooms on the fourth floor can be used for com- 
mittee meetings or displays and range in seating 
capacity from twenty-five to one hundred fifty persons. 

The power plant of The Stevens is the largest 
privately owned utility of its kind in the world and 
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is equipped with generators capable of producing 
3,200 electrical horsepower—sufficient for the indus- 
trial and domestic needs of a community of 60,000 
people. 

The Stevens has the world’s largest check room 
with accommodations for 3,200 guests in addition to 
restaurant and various floor check rooms which fur- 
nish accommodations for several thousand more. 

The house surgeon has a completely equipped two- 
ward hospital and operating room. 

The Stevens has its own ice cream factory, its own 
laundries, its own candy factory, printing establish- 
ment and power plant. And also, it has a circulat- 
ing library of 25,000 volumes. 

The site alone cost $6,000,000. 

The carpets cost $600,000. 

Sixty carloads of mattresses are used in the hotel 
and four carloads of glassware. 

The silverware filled three freight cars. 
low-ware alone weighed 43,576 pounds. 

A 101-foot reservoir stores water for bathing and 
drinking purposes. 

From the roof garden promenade the cliffs and 
dunes of Michigan can be seen. 

The lounge, carpeted with the three largest Saruk 
rugs in all the world, is furnished at a cost of more 
than $200,000. 

The grand ball room can seat 4,000 guests. 

An army of 2,500 employes is necessary to keep 
up the service. 

Fourteen passenger elevators carry an aggregate 
of 224 guests at a time. 


The hol- 
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The telephone switchboard system is capable of 
receiving and transmitting calls sufficient for a city 
of 15,000. 

The refrigerating plant has a capacity of 300 tons 
of ice daily. 

The ice cream factory can produce 120 gallons 
of ice cream an hour, while the candy factory can 
satisfy the appetites of 15,000 small boys. 

During the first month of its operation a banquet 
was served to 4,700 people at one seating in record 
time. 

The laundry, operated on a weekly schedule, could 
care for the wants of a community of 60,000 people. 





COMMITTEE ON ARRANGEMENTS FOR 
1928 ANNUAL MEETING 

The Illinois State Medical Society should 
have in the annual meeting, at Chicago, May 
& to 11, 1928, the best meeting and the largest 
attendance that any State Medical Society has 
ever had. Plans have been under way for sev- 
eral months. In order that they may be carried 
out to the best advantage, each member of the 
Society should cooperate with the committee on 
arrangements, and the officers of the Society. The 
committee on arrangements is here given: 

Nathan S. Davis, III, 952 North Michigan 
Blvd., Chicago. General Chairman. 
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Stevens Hotel, Headquarters for the 1928 Annual Meeting of State Society 
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G. Henry Mundt, 25 East Washington Street, 
Chicago. Ex-officio member. 

A. G. Bosler, 720 West 61st Street, Chicago. 
Ex-officio member. 

R. R. Ferguson, 4175 Irving Park Blvd., Chi- 
cago. Chairman of Publicity Committee. 

J. S. Nagel, 25 East Washington Street, Chi- 
cago. Ex-officio member. 

S. J. McNeill, 4802 North Robey Street, Chi- 
cago. Ex-officio member. 

Frank R. Morton, 910 South Michigan Ave., 
Chicago. Chairman, Committee on Meeting 
Places. 

Irving S. Cutter, 303 East Chicago Ave., Chi- 
cago. Chairman, Committee on Clinical Sec- 
tion Meetings. 

P. H. Kreuscher, 30 North Michigan Ave., 
Chicago. Chairman, Committee on Pre and 
Post Session Clinics. 

William S. Bougher, 6706 South Green St., 
Chicago. Chairman, Committee on Informa- 
tion and Hotels. 

I. A. Abt, 104 South Michigan Ave., Chicago. 
Chairman, Committee on President’s Dinner. 

Harry M. Hedge, 30 North Michigan Ave., 
Chicago. Chairman, Entertainment Committee. 

H. G. Wells, 1233 East 56th Street, Chicago. 
Chairman, Committee on Scientific Exhibits. 

Emmet Keating, 2758 Fullerton Ave., Chi- 
cago. Chairman, Committee on Registration. 

W. A. Pusey, 7 West Madison Street, Chicago. 
Treasurer, Committee on Arrangements. 

W. H. Holmes, 30 North Michigan Ave., 
Chicago. Secretary, Committee on Arrange- 
ments. 

F. O. Frederickson, 4700 Sheridan Road, Chi- 
cago. Chairman, Committee on Commercial 
Exhibits. 

Members of the Society having suggestions 
of interest, are requested to report these to the 
rspective chairmen, or to the General Chairman. 
Such suggestions will be carefully considered, 
towards an effective handling of the program. 





TENTATIVE SCHEDULE SECTION ON 
MEDICINE, ANNUAL MEETING OF 
THE STATE MEDICAL SOCIETY 

At the meeting of the Illinois State Medical 
Society, May 8 to 11, 1928, there are to be two 
scientific programs of the Section on Medicine, 
one Tuesday afternoon, May 8, and one Friday 
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morning, May 11, which are to be held at the 
Stevens Hotel. There are to be five clinical meet- 
ings of the Section: Wednesday morning at 
Northwestern University Medical School, 
Wednesday afternoon at the University of 
Chicago Medical School on the Midway, Thurs- 
day morning at the Cook County Hospital, 
Thursday afternoon at the University of Illi- 
noise Research and Educational Hospital, 
and Friday afternoon at the Loyola University 
Medical School Clinic at Mercy Hospital. The 
programs of the clinical section meetings are to 
be presented by the university faculties and hos- 
pital staff members. It is the desire of your sec- 
retary to have the scientific programs presented 
by members of the Society who do not belong to 
the Chicago Medical Society, excepting those 
given by the Section’s guests who are to be Dr. 
Fred M. Smith of Iowa City and Dr. Charles 
P. Emerson of Indianapolis. There will be eight 
or ten papers presented before the Section in 
addition to these two and each paper will be 
limited to 20 minutes. To date, your secretary 
has received but two requests to present papers 
from men not members of the Chicago Medical 
Society and eight or ten from members of the 
Chicago Medical Society. 

Will members of the Section kindly communi- 
cate at once with the secretary, N. 8. Davis III, 
953 N. Michigan Ave., Chicago, if they wish to 
present papers? Papers on neurology and psy- 
chiatry, pediatrics, dermatology and the medical 
aspects of pregnancy and the puerperium are 
especially requested, as there are no separate sec- 
tions for those subjects, in addition to papers on 
internal medicine. 





PROGRAM OF THE SECTION ON EYE, 
EAR, NOSE AND THROAT, ANNUAL 
MEETING OF THE STATE 
MEDICAL SOCIETY 

Monday, May 7, 1928—Morning and after- 
noon, hospital clinics; evening, Eye, Ear, Nose 
and Throat Section banquet. ‘ 

Tuesday, May 8, 1928—Morning and after- 
noon, hospital clinics; evening, general open 
meeting. 

Wednesday, May 9, 1928—Morning and after- 
noon, scientific program; evening, president’s 
banquet oration on surgery; stag. 
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Thursday, May 10, 1928—Morning, Univer- 
sity of Chicago; 5 P. M., oration on medicine; 
evening, college and class reunions. 

Friday, May 11, 1928—Morning and after- 
noon, Northwestern University. 

Saturday, May 12, 1928—Morning and after- 
noon, University of Illinois. 





PRELIMINARY PROGRAM 


SurarcaL Srotion, ILLINoIs STATE MEDICAL 
Society, May 8 to 11, 1928 

Chicago members will be limited to clinical 
demonstrations as provided for below: 

Downstate members will have the privilege of 
furnishing all the didactic papers except the two 
invited guests, 

Members will be afforded an opportunity of 
inspecting the great medical institutions on the 
days when each furnishes the clinical demon- 
strations. 

Tuesday, May 8: Afternoon: Reading of 
papers at hotel. 

Wednesday, May 9: Morning: Reading of 
papers at hotel. 

Afternoon: Northwestern University clinical 
demonstrations by members of the faculty. 

Thursday, May 10: Morning: University of 
Illinois clinical demonstrations by members of 
faculty. 

Afternoon: Cook County Hospital Clinical 
demonstrations by members of staff. 

Friday, May 11: Morning: University of 
Chicago clinic demonstrations by faculty. 

Afternoon: Loyola University at Mercy Hos- 
pital by members of staff. 





SYMPOSIUMS REFLECT PROGRESS IN 
MEDICAL CIRCLES 

An excellent plan for epitomizing the various 
avenues of annual progress traversed by state 
and county societies comes to this office from 
Dr. Harold N. Camp of Monmouth, IIl., Secre- 
tary of the Illinois State Medical Society. Dr. 
Camp suggests annual publication of a sym- 
posium of reports of work done during the past 
year and made up from comments prepared by 
the various committees, officers and departments 
of the state society, and from the county and 
d'strict societies. Such a review of the work, 
including deaths, marriages, new members, re- 


January, 1928 


tovals, and similar vital statistics and person- 
alities and professional data would be of 
undoubted interest and assistance. Especially 
would such interest attach to the work of the 
Educational, and of the Scientific Service com- 
mittee. 

In this issue are printed the reports of this 
nature that had been received in time for publi- 
cation. 

This is only the inauguration of the idea and 
probably by next January it will have been so 
perfected that a fuller representation can be 


had. 





GEORGE Henry Mounptr 
President of The Illinois State Medical Society 


In looking over the history of the Lllinois 
State Medical Society I am impressed with the 
great service our organization has been to the 
profession, as well as to the general public. 
Space hardly suffices to analyze the above state- 
ment but “Your State Medical Society” has 
been a great agency of progress. 

The Illinois State Medical Society is the third 
largest state medical society in the country. One 
of its component units, the Chicago Medical 
Society, is the largest local medical society in 
the world. The membership in proportion to 
the physicians in the state is larger than in any 
other state in the union. These facts should be 
very gratifying to all of us and should spur us 
on to better and greater things. 

Numerical strength is important, however, not 
nearly so important as is service, and the IIli- 
nois State Medical Society stands well in the 
fore in service to the profession and to the 
publie. 

Since the unit of the Illinois State Medical 
Society is the county medical society it is ob- 
viously necessary for each county medical so- 
ciety to function at the highest possible point 
if we are to perfect our organization as we 
should. Every eligible physician in Illinois 
should be a member of his county medical so- 
ciety. Though this may not be possible of ex- 
act attainment, the effort should be made. 
More important than one hundred percent mem- 
bership is that the county medical society shall 
present attractive programs, that the member- 
ship attend the meetings, and that the county 
medical society take its proper place as the di- 
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rector of all health activities in the county. 
One of the most important things a county med- 
ical society could do to place itself favorably 
before the public is to have publicity in the 
local press given to all of their meetings and 
activities. “It is the duty of every man to de- 
vote a portion of his time to the advancement 
of the profession of which he is a member.” 

To sum up in a few words, the medical men 
in Illinois must remember they are. a unit of 
a great profession; that the contact of the pro- 
fession with the great body politic must be 
through the organization; it is every physician’s 
duty to do everything in his or her power to 
advance organized medicine, both from the pro- 
fessional and from the economic standpoint. 

I deem it no small honor to have the privilege 
of addressing the Illinois State Medica) So- 
ciety at the beginning of what will doubtless 
be its most important year from the standpoint 


of service, 





Joun EK. Tuire 
President-Elect of the Illinois State Medical Society 


This is the season for well-wishing. Probably 
convention has robbed this graceful custom of 
much of its meaning. But when men are en- 
gaged in serious and important work, it is not 
difficult to give special significance to the time 
honored greetings. That you, the members of 
the Illinois State Medical Society, may find 
yourselves happy in all your endeavors during 
the year, I wish most heartily. But to make 
my wish more definite and concrete, let me hope 
that there will be added to your duties lively 
interest in the County and State Medical or- 
ganizations. 

Sound action results from sound thinking— 
an old axiom. Adverse criticism of the County 
Society when one has shirked his individual 
responsibility to the organization, is not sound 
thinking. Self-indictment is generally a healthy 
exercise, and as all groups are composed of in- 
dividuals the sum total of whose virtues give 
character to the group, it is ourselves as in- 
dividuals who are at fault when the local so- 
ciety fails to function adequately. To begin 
with then, the cultivation of individual mem- 
bership responsibility is a consummation which 
we may devoutly desire. 

Translating that idea into action, the program 
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is plainly indicated. First, attend the meetings. 
This will help you to realize that on the small 
investment of your time together with your 
membership fee, you actually get splendid re- 
turns. 

You come into friendly and sympathetic con- 
tact with your neighbors in the profession and 
profit by their experience. 

Automatically you become a member of the 
best, and one of the largest and positively the 
most influential State Society in the land. 

You have the advantage of the most efficient 
medico-legal protection obtainable. This is of 
inestimable value. In a world of sharp dealing, 
we need protection, not only for protection sake, 
but as a prophylactic against blackmail. 

Into your office once a month comes the 
JouRNAL of the Illinois State Medical Society, 
and it is no mere gesture of silly praise to say 
that it is the best edited medical journal in 
America. 

To the wish that we may all be stimulated 
to better membership responsibility in the 
County Society, we will add a corollary. Let 
us take a live interest in the work of the Edu- 
cational Committee. Enthusiasm for this de- 
partment will inevitably grow upon acquaintance 
with its achievements. 

One more wish I have but it scarcely needs 
mention because if these foregoing desires are 
realized this last will “click” quite smoothly, 
and there will be 5,000 of us at the Stevens 
Hotel in Chicago next May to enjoy the pro- 
gram now in preparation by our president, and 
his committees and the committees appointed 
by the Chicago Medical Society. 

We live in an age of organization, of exchange 
of opinion and experience, of cooperation. 
Nineteen twenty-eight opens. Let us here 
highly resolve to “act our age.” 





WituiamM D. CHAPMAN 
Chairman of the Council of the Illinois State Medical Society, 
Silvis, I'l. 

The Council of the Illinois State Medical So- 
ciety wishes a most happy and prosperous new 
vear to each member of the organization. 

Prayers without labor are futile. To attain 
the millennium one must work for it. Bit by 
bit is an ambition achieved. Assembling by 
piece work is a logical accomplishment. Work 











brings content. And it follows that those who 
would be happiest should invest the maximum 
of effort towards the most altruistic end. Prac- 
ticing this preachment, the council pledges again 
to foster and to encourage all individual effort 
that will tend to bring the best of material and 
ethical advantages to the profession, its mem- 
bers, and the state organization. 

Members of the council take pride and pleasure 
in that co-ordination that distinguishes the ac- 
tivities of the work-committees and agents of 
the Illinois State Medical Society at the outset 
of a new year. The Council’s aim for each of 
its meetings during the year, is to serve the 
state society through the directorship vested in 
this body, all members to their fullest profes- 
sional and economic advantage. That aim can 
be attained best by the council when all mem- 
bers shall have come to believe that the coun- 
cil is theirs to make use of, and that every prop- 
erly registered suggestion, complaint, grievance 
or idea is welcomed by the council so that it 
can assist, or adjust the matter. To your coun- 
cil, few things are sacred and all else is grist. 
Tolerance is our shibboleth. Co-operation is our 
iiope; labor our deliverance and enlightenment, 
our ambition. T’o members who subscribe, and 
to members who dissent—Happy New Year! 





Harotp M. Camp 


Secretary Illinois State Medical Society 


The Secretary wishes to thank the component 
society secretaries for the spirit of cooperation 
shown during the year which has just closed. 
At the beginning of 1927 the total membership 
was 7,274. At the close of the year it was 
approximately 7,400, a gain of members during 
the year. We have lost slightly more than 100 
members by death and about 50 by removal else- 
where, so the actual number of new members 
taken in during the year was nearly 300. Each 
department and committee of the Society func- 
tioned satisfactorily during the past year. More 
and better work has been done during the year 
1927 than ever before. 

In order that our cooperation with the com- 
vonent societies may be more nearly what it 
should be, here are a few suggestions to the 
many secretaries. The by-laws of the society 
state that the annual dues are due on January 
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1. Members who have not paid by April 15 are 
not in good standing, although they are carried 
until December 31, when, if the dues are not 
paid they are automatically removed from the 
membership list. Unfortunately there are a 
few County Societies who do not send in their 
annual report until the close of the year, and 
occasionally not until the early part of the fol- 
lowing year. This is very confusing and may 
cause the members to lose their right to Fellow- 
ship in the American Medical Association. 

County Secretaries should collect their per 
capita assessments as early in the year as pos- 
sible. They should send in a monthly report to 
the secretary’s office with the remittances. All 
resignations, removals and deaths should be re- 
ported promptly, and notification of members 
who have been suspended. A card is kept for 
each member and whenever a remittance is re- 
ceived it is credited on the cards of the re- 
spective members for whom the remittances are 
sent in. A supply of these cards will gladly 
be sent to any County Society caring to adopt 
this system, and it will insure State records be 
ing uniform at all times. When members have 
been dropped for non-payment of dues, such 
can only be reinstated on State records by send- 
ing in remittances for the delinquent year and 
also for the current year. Failure to observe 
this ruling often causes confusion as occasionally 
a County Secretary will send a remittance for 
a member who has been dropped and ask that 
such member be credited for the current year 
instead of the delinquent year. 

The Secretary wishes to assure all component 
society secretaries that it is his desire to co- 
operate as thoroughly as possible during 1928, 
and that is why the new year greeting is so 
exceedingly informative. He also wishes a 
happy and prosperous New Year to the entire 
membership of the Illinois State Medical So- 
ciety, as well as to the County Secretaries. 





J. R. BALLENGER 


Chairman of the Medico-Legal Committee 


Much success and happiness and the onus of 
no unjust malpractice suits is the wish for the 
New Year that is sent to the Illinois State Med- 
ical Society by the Medico-Legal Committee. 

And, as a fillip of encouragement, the Medico- 
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Legal committee reports that during the last 
sixty-day period of 1927 there were no new 
suits filed in Cook County. This is a record 
and the committee’s hope is that this record shall 
hold during 1928. To those doctors who are 
made the target of such legal action, the com- 
mittee offers in all good heart to do the greater 
part of the worrying. It is well to remember 
that many a suit for malpractice is the result of 
an unthinking yet unkind comment dropped 
casually about a neighbor. This admonition 
brings with it the suggestion that in our rela- 
tions with other physicians we should have more 
charity for all, and follow the Scriptural in- 
junction “Settest thou a seal upon thy tongue.” 





R. R. Ferguson 


Chairman Educational Committee Illinois State Medical Society 


The Educational Committee is fast emerging 
from obscurity and occupies a commanding 
place among the activities of the Illinois State 
Medical Your Committee extends 
greetings to each member of the Society, and 
especial greetings to those who have served the 


Society. 


Committee and the Society in one way or an- 
other during the past year. Our next year prom- 
ises to surpass anything yet undertaken in an 
educational way by any state medical society in 
the United States. 

Out of the annual dues paid by each member 
of the Society the appropriation to the educa- 
tional committee will be stretched to the ut- 
most purchasing limit this coming year. Last 
year’s record of the expenditure of the $1.74 
that is the sum appropriated to this committee 
resulted in 550 Physicians (almost two each 
day) have spoken before different clubs in Illi- 
nois, 185 Radio Talks have been made during 
the year reaching thousand of people, 3,656 news 
articles (70 per week) were released to 60 Illi- 
nois papers, 102 films were shown to lay groups. 

County Societies are using our scientific serv- 
ice material to great advantage. 

Ninety Counties were given direct service. 
We hope to reach the other twelve this year. 


HAPPY NEW YEAR TO EVERY MEMBER 
OF THE STATE SOCIETY FROM THE 
EDUCATIONAL COMMITTEE 


EDITORIAL 


Jran McArtTuur 


Secretary, Educational Committee 


The work of the Educational Committee has 
been fivefold during 1927, and an attempt has 
been made to strengthen these five departments 
in every way possible rather than to put across 
any spectacular features. Continuance of this 
program will be made during 1928. 


The Educational Committee emphasizes two 
statements—“consult your family physician,” 
and “have a periodic health examination.” 

The work of the Committee may be classified 
under the following departments: 





Speakers’ Bureau—550 physicians spoke before 


clubs in Illinois during the year 1927. 

Lay organizations are turning more and more 
to the Illinois State Medical Society for speakers 
on health subjects. Groups that have never 
made use of this speakers’ bureau are being grad- 
ually reached and almost every month a request 
has come from some “new” organization. Thou- 
sands of people have been reached by physicians 
who have given their time for this educational 
work, During 1927 an average of approximately 
two lay groups each day were given health pro- 
grams through the Educational Committee. 

The Committee has attempted for several 
months to interest the superintendents and prin- 
cipals of schools in the state to have health talks 
given before the student bodies. The reaction 
has been most worth while and not only have 
the Chicago schools shown an interest by arrang- 
ing for periods when physicians might give 
health lectures, but several of the downstate prin- 
cipals are arranging for regular series of talks 
to be given during the winter. In some instances 
these lectures are being illustrated with moving 
pictures. 

The Committee hopes to arrange a health day 
program for every woman’s club in Illinois dur- 
ing 1928. Several are already scheduled. 


Radio Talks—135 radio talks were given. Be- 
lieving that the radio is one of the great avenues 
for influencing the public, the Educational Com- 
mittee made contact with several of the larger 
stations in Chicago, with the result that every 
Tuesday morning at 11:50 talks were given over 
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WGN and occasional series were given over 
WJJD, WLS, and WMAQ. 

Press Service—3,656 news articles were re- 
leased to Illinois newspapers. 

On December 31 about 60 newspapers in the 
state were using as a regular weekly feature the 
health column furnished by the Educational 
Committee and published over the signature of 
the local county medical society. An endeavor is 
always made to send educational articles to 
papers in communities where certain diseases are 
prevalent. It has been found that the editors are 
appreciative of this service. 

Publicity is handled through the office for spe- 
cial medical meetings. These articles are live 
“news” and the editors have been glad to give 
the public the announcements. 

All articles were censored by the Committee 
and in most cases by some physician in the local 
community. 

General Health Education—102 
crdered for lay groups. 

Health pamphlets were ordered from the State 
Department of Public Health for distribution to 
clubs. 

Poster exhibits were sent to County Medical 
Societies, who arranged to have them shown to 


films were 


the public. 

Scientific Service—Through this subcommit- 
tee of the Educational Committee speakers were 
scheduled to give scientific programs for county 
medical societies. Demonstrations of complete 
physical examinations were given at the Drake 
Dental Clinic held last January. 

Cooperation with Other Agencies—Coopera- 
tion has been given to various projects of the 
State Dental Society, the Federation of Women’s 
Clubs, the State Department of Health, the Par- 
ent-Teacher Associations and the Chicago Coun- 
cil of Jewish Women. 

The Educational Committee believes in pre- 
ventive medicine and that “knowledge is without 
influence until it is given to the public. It is 
without power until the publie accepts it.” 

It believes in the pre-school child examination 
and the periodic health examination and that 
these can best be given by the family physiciay 
in his private office. 

Ninety counties of Illinois were given direct 
service. All counties were furnished some indi- 
rect service through the newspapers. 
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BIGGER FAMILIES AND BETTER FAM- 
ILIES ARE SYNONYMOUS 


New ENGLAND’s TRIBUTE TO THE ANTI-CONTRA- 
CEPTIVISTS COMES STRAIGHT FROM 
THE HoME or OLp ELI 


The Chicago Crime Commission and Yale 
University appear to be at one on the question 
of promiscuous contraceptive education as advo- 
cated by the exponents of birth control. 

Dr. Ellsworth Huntington, research associate 
at Yale, comments that from a survey of results 
taken with Yale graduates “bigger families and 
better families are synonymous.” 

This statement corroborates the findings made 
several years ago when the Chicago Crime Com- 
mission discovered that the majority of the pros- 
titutes whom they interviewed for statistical pur- 
poses had come from limited family homes. In 
fact, the average prostitute had been either “an 
only child” or with merely one or two other chil- 
dren in the household from which she had come. 

Dr. Ellsworth Huntington’s article that ap- 
peared under date of Nov. 28, 1927, in the New 
York Herald-Tribune and that had been quoted 
from the Yale Scientific Review, deserves careful 
study. 

“The successful man is the man who is of the 
most value in making the community a better 
place in which to live,” Dr. Huntington defines. 
Investigating the subsequent careers of 1,700 
graduates from Yale University whose classes 
took their sheepskins from their alma mater 
many years ago, he chose as his subjects “‘men 
whose positions in life were assured, and whose 
families in most cases were complete. The find- 
ings prove: 

1. “The most successful men are married in 
much larger proportions than the least successful. 

2. “The most successful tend to marry some- 
what earlier than the least successful. 

3. “Among the most successful tenth, no less 
than eighty per cent. have children, whereas 
among the least successful tenth, this average 
falls to forty per cent.” 

To the query made to Dr. Huntington, “But 
what about the children in the larger families?” 
his reply included these statements: 

1. “From a group of 1,700 men who had been 
graduated from Yale University during the 
period extending through 1922-6 the classroom 
work for the entire four years of college shows a 
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well-nigh perfect gradation from relatively low 
marks to a fairly high average. The low marks 
came almost without exception from those who 
were the only children of their parents, and the 
better grades from those who were one of a fam- 
ity of six or more children.” 

2. “Students who had from five brothers or 
sisters up decidedly excel students from smaller 
families in point of excellence in literary, dra- 
matic, religious and musical activities as well 
as in such executive tasks as student government, 
athletic team management and the like. 

3. “Star athletes usually come from the larger 
families.” 

All of which, as well as other facts, evolved 
and deduced, are cited by Dr. Huntington as 
evidence beyond cavil that probably everywhere, 
and undoubtedly in so far as Yale graduates are 
concerned, “That popular notion that children 
are benefited when families are limited to two is 
completely wrong. The bigger the family, the 
more likely a boy is to succeed in college.” 


‘ 


NURSING SITUATION AS SEEN 

FROM MANY VIEW POINTS 

AN UNTOWARD FEATURE IN THE APPROACHING 
PRICES OF OVER STANDARDIZATION IN 

THE CARE OF THE SICK 





THE 


THE MopERN OVERTRAINED NursE Is BrEcom- 
ING A GENUINE OLD MAN OF THE SEA 


An inverse ratio of science, skill and knowl- 
edge as against overstandardization and false 
analysis of the premise of relative importance in 
their respective bearing upon public recognition 
and material compensation is an immediate 
problem demanding an immediate solution at 
the hands of the medical profession, because of 
a looming impasse in the nursing situation. 

Not only is the nursing profession running 
away with itself but it is beginning to show 
signs of dragging to an unwholesome end, both 
its value to the medical profession and to the 
community health. 

For of all the dangerous symptoms forecast- 
ing a possible debacle of the public health, and 
starkly confronting the medical profession and 
the national economists, there is none more 
menacing than that of the over-trained, super- 
latively-expensive nurse, who is perhaps the 
most salient and untoward feature in the ap- 
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proaching crisis of overstandardization in the 
care of the sick. 

Instead of an ever present aid, both to the 
physician and to the sick—a subsidiary comple- 
ment to the skill and wisdom of the one, and a 
fulcrum of hope and help to the other, the mod- 
ern over-trained nurse is becoming a genuine 
Old Man of the Sea. Save in the case of an 
exceedingly small proportion of exceptional 
cases demanding the high fees of specialists, not 
only does the remuneration demanded by the 
nurse from the patient exceed that of the phy- 
sician, by grace of knowledge and wisdom her 
professional superior, but it is too great a luxury 
for any but the very wealthy to be able to afford. 
Further this financial exaltation of the over- 
trained nurse has made of her, in only too many 
instances, one of the bugbears of the sick room 
to doctor and to patient both. No section boss 
can rule more despotically in any case. 

Insidiously indeed has the tail learned how to 
wag the dog in this instance. Doctors have 
been so busy trying to make sick people well, 
and with the alleviation of illness, or its cure, 
the main intent of the medical profession, 
whether as unit or an individual, the profession 
has been lax in its survey of the trend of the 
nursing profession. 

To put it plainly, the sick man can’t get a 
nurse half the time, and when he can, he can’t 
afford to pay her. Sometimes according to the 
new “shift rules,” what is demanded by nurse in 
the way of salary, added to personal main- 
tenance, and when the housekeeper happens to 
be an invalid, the additional wage of a worker 
to “wait on the nurse,” makes the sum total an 
impossible amount. 

With surprise and shock the medical profes- 
sion finds itself brought up short by the nurs- 
ing situation. 

Propagandists for the lay dictation of the 
practice of medicine find the nursing profession 
a facile entrance for their schemes—unwittingly 
perhaps, yet actually so. Through the ever in- 
creasing demands of the nursing profession, the 
average American citizen finds himself unable 
any more to pay for proper care for himself and 
for his family, in his home, and during the 
ordinary illnesses of daily life. This is all lead- 
ing to but one end, hospitalization for illnesses 
so trivial comparatively speaking, or else no 
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care for the sick. That this ultimate hospital- 
ization is not desirable is cited by no less an 
authority than Dr. Charles H. Mayo who de- 
elares that fully ninety per cent of all sickness 
does not require hospitalization. In many ill- 
nesses a trained nurse and a hospital may be a 
necessity and certainly life is a thing to be 
saved at any price. Nor does the labor of the 
nursing profession go underestimated in the 
eyes of the doctors. It has simply become a 
question of humanity and of justice, and of 
striking the balance fairly. 

If nursing conditions are such that a nurse 
under present training regimes must have her 
fifty dollars a week, or even forty, say, and work 
in relays with at least one and perhaps two 
other nurses each of whom receives also $50 
per week, and at least a portion of her main- 
tenance from the family of the invalid, then it 
is a dead open and shut proposition that the 
invalid is going to get along without any trained 
nurse. It is also an obvious truth that the 
physician in charge of this case is not going to 
receive any $150 per week and any part of his 
maintenance to cure the man. Yet when it 
comes to a question of skill, there is no question. 

This ever increase in scale of wage and de- 
crease in responsibility and in shared labor has 
led to a sad state of affairs with a large pro- 
portion of the nursing personnel. Not having 
enough nursing to do to keep her busy, many 
and many a nurse arrogates to herself the dis- 
cretion and direction supposed to rest with the 
physician and many and many a doctor has had 
to fight his case slipping out of his hands into 
that of the nurse. Just why a patient should 
seem to think a nurse knows more than a doctor 
it would be difficult to analyze. But there is a 
naive psychological appeal in the phrase uttered 
consciously or unconsciously by many a nurse, 
“Well, doctors don’t always know and they don’t 
always agree themselves and I had a patient, 
who wasn’t getting along at all, etc., etc.” 

Every doctor knows that story. 

There would appear to be light in the dark- 
ness for both doctor and patient in the entire 
re-organization of the nursing profession. For 
those who wish to be the super trained members 
of one of the oldest and most honorable as well 
as fundamentally self-sacrificing professions, let 
the Jong expensive course with the institutional 
directorship, the position with a wealthy chronic, 
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the research work or the especial aide to some 
high feed physician as the goal, stand as it is. 
But there should be a middle road; some course, 
some way so that there would be the return to 
the field of the nurse, capable, willing, trained 
to be a nurse and not a mock-doctor, who will 
work from $20 to $30 a week, a sum, that while 
comparatively modest is even yet more than 
many a family can pay. More than one family 
rears its children, keeps its home going and 
stands as a model of good citizenry through the 
years on an income that never exceeds from $30 
to $50 per week. These are the homes, too of 
native stock, with democratic ideals, inherent 
fastidiousness—in fact the backbone of the 
United States. To such a family the idea of a 
nurse at $50 per week, her food, lodging and all 
the rest of it is like asking a blind man to read 
out of an ordinary pocket size dictionary. Only 
a miracle can do the job. 

Nor are all the cases where a nurse is required 
in a family terrible chores. 
nurse to give skilled attention, yet light atten- 
tion, only for a brief time each day. Frankly 
the work in these instances is not worth the 
price asked. Contagious disease cases may need 
a highly trained woman. But almost any doctor 
will say that he would rather have an untrained 
nurse who will carry out his directions than an 
overtrained nurse who thinks she knows more 
about the case than any dozen doctors who ever 
prescribed a pill, or made an urinalysis. 


NURSING SERVICE IN HOSPITALS 


The situation in the hospitals for the poor 
patient is not much ‘better than it is in the 
home. Having become a nation of neuras- 
thenics, modern hospitals are, for the wealthy, 
palaces of the sybarites. A man goes to the hos- 
pital, and he is lucky if he gets his board and 
room for $35 per week. His nurse will be 
charged to him at from six to eight dollars per 
diem and per nurse, and he has to pay at least 
$10.00 for the nurse’s board too, unless she is a 
“probationer.” Altogether, in the parlance of 
the proscenium the situation “does not click.” 

The unfortunate part of all this is that the 
results are going to be just as bad as possible 
for the medical skill of the future and even 
worse than seems probable for the nursing pro- 
fession unless a halt is called without delay, and 
a detour made away from this path that is going 
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to lead the nursing profession straight into a 
cocked hat. 

Under present economic conditions the aver- 
age American family can finance only one or at 
most two weeks of sickness. In sickness as in 
other every day problems people follow the line 
of least resistance. When men can’t buy food, 
they steal it. When men can’t pay their bills 
they go to the public institutions maintained at 
the expense of the taxpayers. Nothing in life 
is free. And just about one of the quickest 
ways in which state medicine, complete bureau- 
cratic control of the sick, and a few other devas- 
tating, expensive, socialistic and = un- 
American institutions are going to be deposited 
upon the people of the United States is through 
community payment for the care of the sick. Yet 
{hat is exactly what is going to happen and that 
within a very few years unless the nursing situa- 
tion takes a cheerful right-about-face ! 

Lay dictation of medicine is working through 
the nursing profession. The nurse is set above 
the doctor with about as much rational judg- 
ment as if national government were put into 
the hands of the adolescents. True, the nursing 
profession by these very tactics is digging a pit 
into which it will fall itself eventually, but the 
descent will be made at the expense of the 
public health and through the withdrawal of the 
medical profession. 

If even a few members of every county society 
would investigate thoroughly what the over 
trained nurse is doing at the lay sponsored 
clinics and in many of the lay public health 
movements, and “uplift campaigns” there is not 
a doubt in the world but what every county so- 
ciety upon getting the reports of its investigators 
would sit in council and get to work. Results of 
this consultation and labor would inject certain 
relief into the present unbearable situation. 
Sporadic movements to this end are springing 
up all over the country. These should be con- 
solidated and organized. Fire can be used to 
destroy fire and if the medical profession must 
resort to bureaucracy to save the public health, 
then let the profession remember that the public 
health is a time honored trust of the medical 
profession, even in the midst of the most primi- 
tive tribes. 

How many physicians know that within the 
last six weeks a bold attempt was made through 
2 purposed scheme to deliver the entire hospital 


over 
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system of Cook County, tied, gagged, and doped, 
into the hands of the nursing profession? That 
such a scheme, had tt gone through, would have 
made everybody connected with this system from 
physicians and patients down to cooks and en- 
gineers under the czaristic thumb of a trained 
nurse whose discretion of medical treatment, sur- 
gical disposal, diet, and all other routine matters 
would have been absolute? 

The scheme was nipped in the bud. ‘Why? A 
few doctors got wind of it and took action. In 
five years where would the sick poor of Cook 
County have been under such conditions? It 
was a master and well masked scheme but for the 
time at least it is thwarted. 

The medical profession realizes its debt to the 
nursing profession. So do the sick. But this 
is a country of overindulged and spoiled children, 
trained to demand rather than to give and a few 
of the pampered and subsidiary professions are 
acting like such a bunch of youngsters. “Neces- 
sity knows no law” as well as being the “mother 
of invention” and it is up to the medical pro- 
fession right now to invent some way of getting 
adequate care at reasonable rates from capable, 
responsible nurses for the mass of average sick. 
It can be done, it must be done, it will be done. 
So far the nurses themselves have failed to show 
any signs that their profession realizes its weak 
spot—the weakness that will be its undoing and 
leave the ranks of overtrained, dictatorial nurses 
hoist by their own petard and unable to proceed 
longer with their mock-practice of medicine. 


VIEWS OF OTHER WRITERS 


Dr. M. L. Harris has spoken pertinently of 
the situation in a recent article in the Journal 
A, M.A. Says Dr. Harris in part: 


“Hospital management is being dominated more and 
more by laymen who fail to understand and appre- 
ciate the professional side of the situation. Lay 
boards of trustees of hospitals are beginning to think 
that every patient who enters a hospital belongs to 
the hospital and that it is the duty of the board to 
determine who shall take care of him. The attitude 
of the lay superintendent of a hospital is well shown 
in a recent article that appeared in the daily press 
of one of our large cities, in which he said, “Phy- 
sicians are necessary adjuncts to a hospital, but they 
should have nothing to say in regard to who their 
confréres should be.” Now an adjunct is “that which 
is joined to something, but is not an essential part 
of it.” Is it not interesting to know that doctors 
are not an essential part of a hospital and that they 
haven’t sense enough to determine whom they shall 
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work with, or to have anything to say about the 
hospital management? I am not at all in accord with 
this idea. I believe that medical men should predom- 
inate in the management of every hospital, and fur- 
thermore I believe that there are doctors who have 
business sense enough to undertake the work. The 
hospital is the physician’s workshop, and when a 
workman ceases to have something to say about the 
management of his shop he has failed.” 

From these “laymen dominated hospitals” 
come the annual crop of presumptuous, physician 
cominating, overtrained nurses. Not all of 
course, but a large proportion of them. In their 
eyes a hospital is less a sanctuary for the sick, 
than a fine modern hotel with the modern im- 
provement of de luxe medical attention. 

A recent copy of the Journal of the Indiana 
State Medical Association remarks about the 
nursing situation. 

“It may be that the city dwellers in flats, where 
a three or four-room apartment has to do service 
for eating, sleeping, bridge, radio and entertainment 
of all sorts, are almost forced through lack of house 
room and conveniences to go to a hospital when sick, 
but for the most of those belonging to the great 
middle class, in Indiana for instance, such an emerg- 
ency is not as common. It probably is also true that 
a large number of people who could be taken care 
of in their homes when sick are encouraged by the 
attending physician to go to a hospital, not because 
of real necessity but because of the convenience to 
the physician himself. 

“We recognize that in severe illness the hospital 
and even a trained nurse may be a necessity, but for 
eighty to ninety per cent of the illness afflicting man- 
kind neither a hospital nor a trained nurse are an 
absolute necessity but must be classed as a luxury, 
and to those in moderate circumstances such a luxury 
requires a financial outlay that is a great hardship. 
Sickness becomes, therefore, an economic problem 
for the great middle self-supporting class, or per- 
haps we should say for those earning salaries not to 
exceed two to five thousand dollars per year. In 
fact, many a family has been financially embarrassed 
for a long period of time as a result of superfluous 
and unnecessary money outlay in case of sickness. 

“Last but not least, the physician suffers, for the 
bulk of his work is for people belonging to the 
middle class, and he is the last to be paid and often- 
times is not paid at all if his patient has been finan- 
cially drained by the extravagant expenditure of 
money for hospitalization and nursing. The problem 
is a serious one, as must be admitted and the answer 
is not arrived at by having a part or all of the ex- 
pense borne by federal, state, or municipal taxation 
and with services largely or wholly donated. In fact, 
pauperization of people from too much gratuitous 
service of nay kind spells disaster in our body politic. 
The deserving poor can be and are cared for through 
charity, either public or private, but how to take 
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care of sickness in the self-supporting without mak- 
ing it unduly burdensome or causing the recipients 
to lose self-respect is a real problem. The question 
must be solved by greater discrimination on the part 
of both patient and physician in the decision to seek 
hospitalization and expert nursing care. The at- 
tending physician will do a great deal toward effecting 
economy for his patient and at the same time making 
it more possible for himself to secure adequate com- 
pensation for his services if he discourages hospitaliza- 
tion for the ordinary illness, and likewise discour- 
ages the employment of highly trained nurses at large 
expense in any cases except those plainly indicating 
the need for such attention.” 

So integral an unit of national educational 
life and economic wisdom as Yale University 
has already taken a step in the right direction. 
The elms of Old Eli are already looking down 
upon an experimental school for the training of 
a less expensive, less luxurious group of nurses. 

And out of the west comes the echo in Wyom- 
ing Medicine crying: 

“Have we not allowed the nursing profession to 
be carried by a few highbrows to the point where 
the average family connot afford their overtrained 
services ? 

“There is a place in our present day civilization 
for the highest order of training in every line of life, 
but just as the average family cannot afford to own 
a Rolls Royce, so there is a need, and a very press- 
ing one, for a three-dollar-a-day nurse. 

“We grant that the present-day highly trained nurse 
is worth what she is asking to families who can af- 
ford it, but how about the other three-fourths that 
neegl and can only pay for a three-dollar-a-day nurse? 

“Tt is not exaggeration to say that many, many 
times the nurse’s pay is greater than that of the 
physician under whose orders she is working. 

“The present tendency can lead to a close union 
demanding eight hours a day service and a minimum 
pay of $50 per week or more with board and laundry. 

“It is time to call a halt. Not only in the in- 
terest of the physician, and his patient, but also for 
the good of the nursing profession. A few leaders 
are so blind to their own welfare that the false 
standards are being raised all out of reason, 

“What is needed is a nurse that the ordinary fam- 
ily can afford to hire. Such a nurse can be pro- 
duced by one and a half year’s training in any good 
hospital, If, after she has graduated she wishes to 
become a hospital supervisor or a special operating 
room nurse or an assistant to some specialty, let her 
take the additional training. 

“Let her training consist in the common things of 
life. Above all she should possess common. sense 
before she is admitted to training. Her training 
should increase her feelings of sympathy and agree- 
ableness rather than to try to develop the idea of a 
super-being. She ought to be an administering angel 
of the sick room. 
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“Such a woman would be a godsend with her 
three dollars a day, board, room, laundry and our 
good will.” 

In conclusion let quotation be made from the 
Inuinois MepicaLt JournaL of January, 1921, 
when even so far back as six years ago the nurs- 
ing profession was bolting away from scientific, 
humane and par consequence ethical standards 
in some of its activities, notably that of indus- 
trial nurses illegally practicing medicine. “There 
are nurses who believe themselves to be adequate 
when they are not,” commented the JouRNAL in 
an effort to be fair, but added “it is the trusting 
innocent that is the ultimate sufferer and his 
protection is a rigid enforcement of the laws 
covering medical practice.” 

There are no laws in medical practice any- 
where that permit a nurse to arrogate to herself 
more God given rights than the human dis- 
cretion gained by a physician only after years of 
study and practice. That same month the Jn- 
diana Medical Journal had this to say of the 
encroaching 


“NURSING BY TRADE UNION METHODS” 


“No person can afford to be sick but the average 
family is almost bankrupt when it has to pay a 
trained nurse at the present rate of fifty dollars a 
week and board, and the doctor’s fee. 

“The worst of it all is that many trained nurses 
are not rendering the services they should render. 
They are acquiring the attitude of so many laborers 
in trying to get the highest compensation and to 
give the least return for it. . . . Not a few of them, 
no matter what the circumstances refuse to be on 
duty more than a few hours of the time, and they 
designate their duties, when their hours shall be and 
if the case requires much attention that there shall 
be two nurses on the job. Another nasty trick that 
some of the so-called ‘best’ trained nurses are em- 
ploying is to refuse everything but the easy cases 
and worse still to refuse even those unless in the 
hospital. . . . 

“Many trained nurses have lost sight entirely of 
the humanitarian side of their work. . . Many 
trained nurses are living up to the ideals of their 
profession but there are so many more who are not 
doing so that nurses as a class should purge their 
ranks of those who are beginning to disgrace the 
nursing profession by practices that are no better than 
those of the worst trades unions.” 


All of which and more, magazines, physicians 
and economists almost without end, might be 
quoted to prove that the nursing problem has 


become increasingly an example of the frequent . 


paradox that where illness is concerned “the cure 
is worse than the disease.” The medical pro- 
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fession views with positive unbelief this Frank- 
enstein of its own manufacture. 

Autocracy of the sick room has become vested 
in the despotic realm of the nurse who has be- 
come a positive czar and who is as luxurious an 
expense as any Romanoff ever dared to be. Sick- 
ness is an expense that no family budget can 
afford to carry under the best of circumstances 
but under the present conditions insisted upon 
by a trained nurse before she will accept a case, 
the employment of such assistance in illness be- 
comes enough to actually bankrupt a family. 

The registered nurse situation today illus- 
trates perfectly the process of refusing to render 
service in accordance with hire received. The 
shift system now being forced upon the public 
makes the patient of less importance than the 
number of hours a day that a nurse stays in the 
patient’s room. If the patient is dying of typhoid 
for example a nurse puts in no more time than 
if the case is a neurasthenic and vice versa. 
Nurses are demanding the same hire and the 
same consideration out on a case where the ac- 
tual nursing duties—many of these not at all 
menial—require only from one to two hours per 
day. Take for example a case of some degen- 
erative disease where the patient’s cumulative 
chronic condition demands the presence of a 
trained caretaker, even though the duties are 
simple; what the present movement tends to in- 
sure would be that such a patient should have 
a shift of three nurses per day each at the rate 
of fifty dollars a week and board. This is a case 
of reductio ad absurdum of liberality in the 
care of the sick. Any doctor who put in a fee 
of $150 per week and board for the care of such 
a case would be accounted a brigand. Yet this 
discounting of wisdom, skill and directive 
science upon the part of the physician is made a 
weapon of argument by the already over-trained 
and over authoritative nurse in her fight for the 
greatest pay and the least service. The ranks 
of the nursing profession have held and do hold 
thousands and thousands of heroic and unselfish 
women, who undoubtedly have been at the mercy 
of overbearing patients but the present crusade 
is basically wrong. 

The topic should come up for discussion at 
every gathering of medical men until some in- 
spired man or society hits upon an idea that 
will clear up current impracticable conditions. 
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A NEW CENTRAL PSYCHIATRIC 
ASSOCIATION 


During the meeting of the American Psychia- 
tric Association this year in Cincinnati there was 
formed the Central Psychiatric Hospital Asso- 
ciation, which is composed of private sanitariums 
for the care and treatment of nervous and mental 
diseases. The organization was the culmination 
cf several years’ thought and a feeling that the 
necessity existed for such an association, At 
Minneapolis in October permanent officers were 
elected as follows: 

President, Dr. Thomas Ratliff, Cincinnati, 
Ohio. 

Vice President, Dr. Russell Doolittle, Des 
Moines, Iowa. 

Secretary-Treasurer, Dr. D. A. Johnston, Cin- 
cinnati, Ohio. 

Councillors, Dr. Frank Norbury, Jacksonville, 
lll.; Dr. Karl Menninger, Topeka, Kans. 

The purposes of this Association are to foster 
co-operation among private hospitals for nervous 
and mental diseases for their mutual benefit and 
to promote and maintain higher standards, in- 
crease efficiency of organization and the advance- 
ment of scientific care and treatment for those 
in their care. 

A committee on standards is meeting with the 
council in Chicago, December 14, 1927, to for- 
mulate standards for hospitals of this type. 





THE GENERAL PRACTITIONER 


“Ye are the salt of the earth, but if the salt 
have lost his savour, wherewith shall it be 
salted ?” 

It is reported that recently a Dean in one of 
the largest and best medical schools in America 
told a class, just beginning the study of medi- 
cine, that his school did not propose to train a 
man to become a general practitioner. That 
Dean without doubt knows much more about 
modern medical education than most of us, but 
if he really meant that there is no longer a need 
for the general practitioner he is altogether 
wrong. The family doctor has been the backbone 
of our profession and we refuse to believe that 
he has been but a stage in an evolutionary 
process. 

Every community needs him. They can’t get 
aloig without him—and if the day should come 
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when he disappears the world will be a poorer 
and dingier place to live. The salt will indeed 
have lost its savour. It is a real pleasure to 
see some of the brightest, most capable and best 
equipped of the young doctors going into general 
practice. May the tribe increase. 

BattLe Matong, M. D. 


J.T. S. M.A. 





HAVE YOU SUBSCRIBED FOR THE 
HISTORY OF MEDICAL PRAC- 
TICK IN ILLINOIS? 


The following down state physicians, lay per- 
sons, libraries, county medical societies, etc., 
have sent one or more subscriptions for “the 
History.” Kindly note any errors or correc- 
tions and forward to the committee, 185 N. 
Wabash Ave., Chicago. 

Cook County is not included in this report. 
The names of the several hundred subscribers in 
Cook County was published in the Bulletin of 
the Chicago Medical Society, December 31st, 
1927. 

ILLINOIS BY COUNTIES 
ADAMS COUNTY 


Adams County Medical Society; Harold Swanberg, M. D., 
Secretary, ee ‘ 

Center, arles D., M. D., 1844 Grove Ave., Quincy. 

Ericson, Charles E., M. D., 205% N. 8th St., Quincy. 

Knox, T. B., M. D., Quincy. : , 

Nickerson, Linn H., M. D., 615 Hampshire St., Quincy. 

Potter, R. E., M. D., Lorraine. 


ALEXANDER COUNTY 
Grinstead, W. F., M. D., Halliday Hotel, Cairo. 
BOND COUNTY 
No subscriptions. 


BOONE COUNTY 
Boone County Medical Society; Dr. M. L. Hartman, Secy., 
Garden Prairie. 
Markley, A. J., M. D., Belvidere. 
BROWN COUNTY 


No subscriptions. 


BUREAU COUNTY 
Bureau County Medical Society; F. Emerson Inks, M. D., 
Secy., 517 S. Main St., Princeton. 


CALHOUN COUNTY 


No subscriptions. 


CARROLL COUNTY 


No subscriptions. 
CASS COUNTY 
Lyles, A. R., M. D., Virginia. 
McMillan, J. Chas., Jr.. M. D., Virginia. 
CHAMPAIGN COUNTY 
Bennett, Cleaves, M. D., 418 Illinois Bldg., Champaign. 
Dallenbach, J. C., M. D., Illinois Bldg., Champaign. 
Newcomb, C. F., M. D., Illinois Bldg., Champaign. 
University of Illinois Library, Urbana, 
CHRISTIAN COUNTY 
No subscriptions. 
CLARK COUNTY 
No subscriptions. 


CLAY COUNTY 


No subscriptions. oe 
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CLINTON COUNTY 
Clinton County Medical Society, W. S. Carter, Secy., 


Trenton. 
COLES COUNTY 


Dudley, G. B., M. Dd. 511 Jaghecs St., Charleston. 
Freeman, T. om M. D., 106 S. h St., Mattoon. 


Swickard, C. D., M. D., 604 6th St, Charleston. 
COOK COUNTY 


Report in the Bulletin of the Chicago Medical Society, De- 


cember 31, 1927. 
CRAWFORD COUNTY 
Ferguson, R. A., M. D., Belair. 
ce, C. KE, obin 
Rafferty & tom, ‘Raises ‘Hospital, Robinson. 
CUMBERLAND COUNTY 
No. subscriptions, 


DE KALB COUNTY 
De Kalb Public Agena, De Kalb. 
Neff, Emery B. De Kalb. 


Rankin, James 3M D., 149 E. Lincoln Highway, De Kalb. 
, Smith. Clifford a Me D., 261 E. Lincoln Highway, 
De Kalb. 


DE WITT COUNTY 
Marshall, W. 7 M. D., 115 No. Quncy St., Clinton, 
Marvel, J. G., M. D., Waynesville. 

suena ae COUNTY 
Cletcher, J. O., M. D., Tuscola. 
Conn, H. G., M. D., Newman. 

DU PAGE COUNTY 
Oelke, E. H., M. D., Wheaton. 

EDGAR COUNTY 

No subscriptions. 

EDWARDS COUNTY 


No subscriptions. 


EFFINGHAM COUNTY 
Burkhardt, C. F., M. D., 405 E. Jefferson St., Effingham. 
Lorton, Samuel, “M. Dp, Shumway. 
FAYETTE COUNTY 
No subscriptions. 
FORD COUNTY 
No subscriptions. 
FRANKLIN COUNTY 
Lane, C. O., M. D., 115 E. Main St., W. Frankfort. 
J. B. Moore, M. D., Benton. 
FULTON COUNTY 
Betts, G. S., M. D., R. F. D. 5, Canton. 
Coleman, E. P., M. D., 24 N. Main St., Canton. 
GALLATIN COUNTY 
No subscriptions. 
GREEN COUNTY 
Garrison, W H., M. D., 113 N. Main St., Whitehall. 
HAMILTON COUNTY 
No subscriptions. 
HANCOCK COUNTY 


Cooper, Earl, M. D., Augusta. 
Irwin, W. E,, D., Plymouth, 
Drs. Mead & Mead, ‘Augusta. 


HARDIN COUNTY 
No subscriptions. 
HENDERSON COUNTY 
No subscriptions. 
HENRY COUNTY 


Drennan, G. D., M. D., Pouthat. 
Geneseo Public Library, Genese: 


IROQUOIS COUNTY 
No subscriptions. 

JACKSON COUNTY 
No subscriptions. 

JASPER COUNTY 
No subscriptions. 

JEFFERSON COUNTY 

Hall, Andy, M. D., Mt. Vernon. 

JERSEY COUNTY 


No subscriptions. 


JO DAVIESS COUNTY 


No subscriptions. 
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JOHNSON COUNTY 
No subscriptions. 
KANE COUNTY 
Jacobs, Milton, | M. Pp” 355 }, Dundee Rd., Elgin. 


owry, Edith B., t. 
Maha, Frank, M.D D., y eS, 
Pelton Clinic, 162 N. i. te St., Elgin. 


Roach, ur lington. 


KANKAKEE COUNTY 


Kankakee City Medical Society; Anson Le Roy Nickerson, 


Secy. "” ay 


Phipps, O. A., M. D., Manteno. 
” KENDALL COUNTY 
Lord, Arthur E., M. D., Plano. 
KNOX COUNTY 


Baird, B. W., M. D., Weinberg Arcade, Galesburg. 
Galesbur Public Library, Galesburg. 
Maley, W. H 4N. Cherry. St., Galesburg. 


LAKE COUNTY 


American Journal of Clinical Medicine Library, North 


Chicago. 


Ross, J. A., M. D., Wauconda. 
LA SALLE COUNTY 


Medical iio Hygienic Institute; Arlington Ailes, M. D., 
a 


Director, La 


Perisho, E. E., M. D., Streator. 
Pettit, J. W., M. p Ottawa. 
LAWRENCE COUNTY 


Kirkwood, Tom, M. D., 1425 Jefferson Ave., Lawrenceville. 
Lawrence County Medical Society, W. I. Green, Secy., 


Lawrenceville. 


Mangum, W. R., M. D., 403 Main St., Bridgeport. 


LEE COUNTY 


Avery, W. M., M. D., Paw 

Chandler, A. W., M. D., City Nat'l Bank Bldg., Dixon. 
Lee County Medical Society, 113 Galena Ave., Dixon. 
Murphy, E. S., M. D., Dixon Nat’l Bank Bldg., Dixon. 


LIVINGSTON COUNTY 
Shafer, H. L., M. D., Cornell. 


LOGAN COUNTY 
Logan County Medical Society, E. C. Gaffney, M. D., 


Secy., Lincoln. 


McDONOUGH COUNTY 


No subscriptions. 
_.McHENRY COUNTY 
Baccus, Clyde F., M. D., Woodstock Nat’l Bank Bldg., 


Woodstock. 


Johnson, C. M., M. D., 206 E. Front St., Harvard. 
Maxon, J. G., M. D., Harvard. 
McLEAN COUNTY 
Fox, Ralph, M. D., 905 N. East St., Peoria. 
Sloan, E. P., M. D., Bloomington. 
Sloan, Deneen & Sloan, Bloomington. 
MACON COUNTY 
Frech, L. O., M. D., Decatur. 
Neece, I. H., M. D., Standard Life Bldg., Decatur. 


MACOUPIN COUNTY 


English, N., M. D., 5 a 
Goff, A tide ran 1020° W ric. St., Stauztton. 
ae in County Medical Society; T. D. Doan, M. D., 


MADISON COUNTY 


Luster, R. D., M. D., 1924 E. St., Granite City. 
Madison County Medical Society; E. W. Fiegenbaum, Secy, 


Secy., Elmira. 


Edwardsville. 


Monroe, D. D., M. D., Edwardsville. 

Pfeiffenberger, Mather, M. D., 763 Bluff =... pie. 
Robertson, A. P., M. Pp... 102 W. oe St., Alton. 
Schroeder, ee? C., M. 1927 St., Granite City. 


ARION COUNTY 
No idiaginaea’ 


MASON COUNTY 
Corry, F. J., M. D., Havana. 
MASSAC COUNTY 


No subscriptions. 
MENARD COUNTY 
Brittin, A. L., M. D., Athens. 


MERCER COUNTY 
Murrell, C. M., M. D., Sherrard. 
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MONROE COUNTY 


No subscriptions. 
MONTGOMERY COUNTY 
Mont pomery County Medical Society; H. F. Bennett, M. D., 


Secy., Litch 
MORGAN COUNTY 


Black, Carl E., M. D., Ayers Bank Bldg., Jacksonville. 
Dollear, A. H., M. D., 1631 Mound Ave., Jacksonville. 
Hardesty, F. O., M. D., 336 W. State St., Jacksonville. 
Norris, Frank A., M. D., Pacific Hotel, Jacksonville. 


MOULTRIE COUNTY 
No subscriptions. 


OGLE COUNTY 


Akins, a p- a orreston. 
Beveride, 1 M M. D., Oregon. 
Bogue, D., Rocheile. 


Price, Chaska, u. D., 2202 Brayton Ave., Mt. Morris. 


PEORIA COUNTY 
Barber, E. E. & Orville, M. D., 627 Jefferson Bldg., Peoria. 
Crooks, A. A: mee Rs 428° Main St., Peoria. 
Easton, S. H., M. D., Jefferson Bldg., Peoria. 
Green, Roland j eT Central National Bank, Peoria. 
Horwitz, S., Mi. D., Central Nat’! Bank Bldg., Peoria. 
Levitan, Emil Z., 616 Jefferson en Peoria. 
Peoria City Medical Society, 532 Jefferson Ave., Peoria. 
Smith, S. A., M. D., Chillicothe. 
Sprenger, Arthur, M. D., Jefferson Bldg., Peoria. 


, M. D., 204 Randolph St., Peoria. 


PERRY COUNTY 


Templeton, J. S., 115 N. Main St., Pinckneyville. 
Stevens, H. S., M. D., Tamaroa. 


PLATT COUNTY 


No subscriptions. 
PIKE COUNTY 
Barry Public Library, Barry. Donated by Drs. Wm. Kuntz, 
R. H. Main, T. D. Taylor and W. G. Reynolds. 


Loveless, Harry C M. D., Griggsville. 
Shastid, W. E., M. D., 310 N. Monroe St., Pittsfield. 


POPE COUNTY 


Will, O. 


No subscriptions. 


PULASKI COUNTY 


No subscriptions. 


RANDOLPH COUNTY 


No subscriptions. 
RICHLAND COUNTY ° 
No subscriptions. 
ROCK ISLAND COUNTY 


Beam, H. A., M. D., 506 15th ~m Moline. 

Chapman, Ww. D., M. D., 136 9th St., Silvi 

Hardinger, R. W., M. D., 1509% 7th St., East Moline. 
ber DM. ay, Moline Trust Bldg., Moline. 

em G. Z- M. D., "84014 15th Ave., ‘ast Moline. 

T., M. D., 1417% 5th Ave., Moline. 

- , First Trust Bldg., Rock Island. 

Otis, F. J., M. D., 1514 5th Ave., Moline. 

Seids, J. » D., Reliance Bldg., Moline. 


ST. CLAIR COUNTY 


Boyle, W. W., M. D., Feed Bide. East St. Louis. 
Otrich, G. Si M. D., Commercial Bldg., Belleville. 

Skaggs, Charles S., M. D., 513 Missouri Piven. East St. Louis. 
Belleville Branch, St. Clair County Medical Society, Belle 


ville. 
Wilhelmj, Walter, M. D., Murphy Bldg., East St. Louis. 


SALINE COUNTY 


Hicks, John, M. D., Eldorado. 
Hutton, B. 'B., M. D., Clinton Bldg., Harrisburg. 


SANGAMON COUNTY 


Deal, Don, M. D., oo Nat’l Bank Bldg., S eetets. 
De Freitas, J. A., 111% N. 5th Ave., Sprin 
Illinois State Dept. af Health, State House, Breccfield, 
Illinois Tuberculosis and Public Health Assn., 516% East 
Monroe St., Springfield. 
MacNamara, H. Fe M. D., Illinois Nat’l Bank, - cee 
Munson, Samuel M. D., Leland Bldg. ._ Sprin 
Neal, John R., Me D., 609 Walnut St., pring fiel 
Nelson, tod 5 M. D., 804 Park Ave., serngees. 
Owen, Milton G., M. D., 1621 S. 6th ~ prin eet. 
Palmer, Geo. Thomas, M. D., Leland Off Sa 


fiele. 
Taylor, L. C., M. D., Springfield. 


, Spring- 
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SCHUYLER COUNTY 
No: subscriptions. 
SCOTT COUNTY 
No subscriptions. 
: SHELBY COUNTY 
Hulick, C. H., M. D., Shelbyville. 


STARK COUNTY 

McMackin, C. C., M. D., Wyoming. 

STEVENSON COUNTY 
Arnold, B. A., M. - 320 N. Galena Ave., Freeport. 
Rideout, W. i Bi Bae Bank Bldg., Freeport. 
Salter, ‘Allen, M. Ve 

TAZEWELL COUNTY 
Zinser, H. A., M. D., Washington. 


UNION COUNTY 

Benner, Mrs. W. J., 304 W. High St., Anna. 
VERMILION COUNTY 

Coolley, E. B., M. D., The Temple, Danville. 
Wilkinson, C. ea M. 'D:, The Temple, Danville. 

WABASH COUNTY 
No subscriptions. 

WARREN COUNTY 


Camp, Harold M., M. D., Monmouth. 

Clarke, Geo. W., "M. DR, ’ Roseville. 

Kampen, H. L., "M. D. 108 E. ist on! Monmouth. 

Warren County’ i Library, Monm 

Winters, F. C., M. D., Lynch Bldg., Recess. 
ripen COUNTY 


No subscriptions. 
WAYNE COUNTY 
No subscriptions. 
WHITE COUNTY 
No subscriptions. 
WHITESIDE COUNTY 
Whiteside County Medical Society; L. S. Reavley, M. D., 


Secy., Sterling. 


WILL-GRUNDY COUNTIES 
No subscriptions. 
WILLIAMSON COUNTY 
No subscriptions. 
WINNEBAGO COUNTY 


Johnson Clinic, Rockford. 
Penniman, David B., M. D., 1718 Camp Ave., Rockford. 
Tuite, John, M. D., 230 Church St., Rockford. 
WOODFORD COUNTY 
Woodford County Medical Society; S. M. Burdon, M. D., 
Secy., Low Point. 


SUBSCRIBERS FROM OTHER STATES 
CALIFORNIA 

Bridge, Norman, M. D., 718 Adams St., Los Angeles. 

Percy, James F., M. D., 1030 S. Alvarado St., Los Angeles. 
COLORADO 


Boyd, Geo. Arnold, M. D., Exchange Nat'l Bank Bldg., 


Colorado Springs. 
Denver City and County Medical Society Library, 1620 Court 


place, Denver. 
Waring, James J., M. D., Imperial Bldg., Denver. © 


CONNECTICUT 
Woodruff, Thos. A., M. D:, Mercer Bldg., New London. 
GEORGIA 
Medical Association of Georgia, 139 Forrest Ave. N. E., 
Atlanta. 
IDAHO 
Idaho State Medical Association; Dr. J. N. Davis, Kimberly. 
INDIANA 


Eli Lilly & Co., Indianapolis. 

Pitman Moore Ce: 1220 Madison Ave., Indianapolis. 
IOWA 

Fairchild, D. S., M. D., Editor fowa State Medical Journal, 


Clinton 
Towa, State Medical Society Library, Historical Bldg., Des 


oines, 
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MASSACHUSETTS 
Boston Medical Library, 8 Fenway, Boston. 
MICHIGAN 


Ascher, Frank, M. D.,. R. F.. D., Biteley. 
Michigan State Medical Society, F. C. 


Grand Rapids. 
Michigan University, Gen’l & Medical Library, Ann Arbor. 
Sheehan, John V. & Company, 1550 Woodward Ave., Detroit. 


MINNESOTA 
Mayo Clinic, Rochester. 
MISSOURI 
St. Louis Medical Society Library, 3525 Pine St., 
NEW JERSEY 
Wyckoff, M. D., Belvidere. 
NEW YORK 
Davis & Geck, Duffield St., Brooklyn. 
an” of New York Academy, 2 W. 103d St., New York 
‘NORTH DAKOTA 
Grassick, James, M. D., Grand Forks. 
OHIO 
Cleveland Medical Library Assn., 11000 Euclid Ave., Cleve- 


Warnshuis, Secy., 


St. Louis. 


Cummins, G. 


an 
Fischer, Martin H., M. D., College of Medicine, Eden 
Ave., Cincinnati. ; 
Waite, Frederick, M. D., Western Reserve University, 
Cleveland. 

PENNSYLVANIA 
Luzerne County Medical Library, 130 S. Franklin St., 
Wilkes-Barre. 


WISCONSIN 

Davis, Carl Henry, M. D., 141 Wisconsin St., Milwaukee. 
FROM UNITED STATES GOVERNMENT 
aa Medical Library, 7th and B Sts. S. W., Washington, 

Volume two will follow soon. Orders should 
be sent to the Committee on Medical History, 
Illinois State Medical Society. For convenience 
the following order blank and data are printed: 
THe History oF MEDICAL PRACTICE IN THE 

STATE OF ILLINOIS 
IN TWO VOLUMES 
Sold on Subscriptions 
AUTHORIZED BY ILLINOIS STATE MEDICAL 
SocrETY 

To the Committee on Medical History 
Illinois State Medical Society 
c/o Cashier 
The Bowmanville National Bank 
4806 North Western Ave., Chicago, Ill. 

Please send......... copies of “THE HIS- 
TORY OF MEDICAL PRACTICE IN ILLI- 
NOIS” (Parcel Post, Express) for which I will 
pay at the rate of Ten Dollars ($10.00) two 
volumes to address below. Enclosed and pay- 
able to The Illinois State Medical Society His- 
torical Committee is (Draft, Express Order, 
Cheque, Money Order) for........... Dollars. 
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Correspondence 


RATHER HUMILIATING THAT SO 
LITTLE INTEREST IS MANIFESTED 
BY DOCTORS IN THE HISTORY OF 
THEIR OWN PROFESSION 


Clinton, Iowa, October 16, 1927." 


Dear Doctor Whalen: I am sending a sub- 
scription for the Medical History of Illinois and 
will send check in payment of bill. 

Some years ago we began this work in Towa 
and in a more serious way two or three years ago, 
as a limited edition of 250 copies. We were 
interested later in the undertaking of the IIli- 
nois, and still later of other state societies, 
Michigan and perhaps Wisconsin. 

It is rather humiliating that there should be 
so little interest on the part of doctors in the 
history of their own profession. I note in our 
State Historical Society publications that every 
interest has been represented except the medical 
profession, and yet doctors contributed much 
outside their profession to the early development 
of their respective communities. 

Our earliest records only go back to about 
1820 and then to army surgeons. We have found 
that Dr. Edmond Andreas located in Dubuque in 
1833 as the first man of note to come to Iowa 
with the definite purpose of practicing medicine. 
It appears that there was a flow of settlers west, 
into Illinois and on into Iowa, the difference 
being only in the date of settlement, not of hard- 
ship nor before 1870 experiences. We have ar- 
ranged our work as the first 50 years of practice 
of medicine in Iowa. 

D. S. Farrcuixp, M. D., 
Editor Journal of the Iowa State Medical So- 
ciety. 





THE POWER OF ROUTINE 


A physician in town specializes in spinal cases. To 
save time he has his nurses strip everyone to the waist 
before he sees them. 

A young woman insisted upon seeing the doctor, so 
the nurse told her that she would have to prepare for 
the consultation. When her turn came, the doctor faced 
a frightened young woman undraped to the hips. 

“Well what’s your complaint?” he asked. 

“T’m afraid, doctor, that it’s a mistake on your 
nurse’s part,” she panted. “I merely came to see if you 
would renew your subscription to the New Yorker.” 
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MALIGNANCY OF THE LARYNX AND ESO- 
PHAGUS TREATED BY RADIUM 
EMANATION 


” Frank Richard Herriman, in Laryngoscope, Septem- 
ber, 1927, says: 

When radium was first applied to malignancy of 
the larynx and esophagus, the methods were so crude 
and the results in practically all cases so unsatisfac- 
tory, that it was very soon abandoned. Malignant 
lesions in these structures are so inaccessible and the 
tissues of which they are composed so quickly rendered 
radiosensitive that radium has now few advocates as 
a treatment for disease there located. In the author’s 
clinic the use of radium had been discontinued for 
several years when he revived the therapy, using a new 
technique however—the implantation of radium emana- 
tion in screened “seeds,” directly into the affected 
tissues. 

For laryngeal growths the technique consisted in 
exposure of the malignant area by direct laryngoscopy 
or the suspension method—the latter being preferable. 
For growths situated in the esophagus, a standard 
esophagoscope was brought into service. When adequate 
exposure had been obtained, the dimensions of the 
growth were carefully estimated, and the entire area 
of malignancy implanted at regularly spaced intervals 
with the removable platinum radon seeds designed by 
Joseph Muir of New York. The employment of sus- 
pension laryngoscopy makes the placing of radium in 
the larynx a comparatively simple matter, and with the 
esophagoscope and the aid of the fluoroscopic screen, 
it can be put in the esophagus with equal facility. The 
opponents of radium in the treatment of such malig- 
nancies have continued to cite the severe reactions and 
distressing sequelae which follow the use of the crude 
applicators first employed for work in these peculiarly 
sensitive structures. When the implantation technique 
was first instituted in the larynx bare tubes were em- 
ployed, and the necrosis produced by these unscreened 
containers caused sloughing of the irradiated tissues, 
and frequently grave injury to the adjacent healthy 
cartilage. In the esophagus the caustic rays were even 
more dangerous, for sloughing meant lung perforation 
with almost certainly fatal results. 

The design of the seeds used by the author obviated 
practically all the difficulties encountered under the old 
methods. Implantation is by far the most accurate way 
of assuring even and adequate radiation throughout the 
neoplasm, and as soon as it became possible to implant 
a screened container, doing away with all danger of 
necrosis, the radioactive centers could be so placed that 
every section of the growth would be reached by the 
therapeutic rays, while all caustic action was eliminated. 
One of the most important features of these seeds is 
that they are removable, as this does away with the 
difficulties involved in permitting foreign bodies to 
remain in the tissues of the upper alimentary canal. 

Details of eight cases selected from a larger series 
are given. All the patients were “hopeless” so far as 
surgery was concerned, at the time the implantations 
were undertaken. When this report was made at the 
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New York Academy of Medicine, December 22, 1926, 
the patients were all alive, although the period which 
had elapsed since the treatment was begun was insuf- 
ficient to permit the drawing of any conclusions as to 
permanent relief which could be afforded. 

The author feels that even if no more than temporary 
palliation has been secured, this, in itself, is well 
worth the effort required to apply the treatment, inas- 
much as every patient had been doomed to die within a 
few weeks, when they first came under his care. Most 
of them had been able to return to their regular occu- 
pations, and even those who were still obliged to wear 
tracheotomy tubes were comfortable and pursuing their 
ordinary mode of life. 





THE THIRD DEGREE 


Joseph S. King politely handed his card to an in- 
quiring reporter. The card read as follows: “Joseph S. 
King, B.T.H.M.B.S.D.C.” When asked what all of 
the titles were, King proudly exclaimed: “Baptist, 
Truth, Heaven, Master of Biblical Science—and Doc- 
tor of Chiropractic!” 

It is only a short step, now, until the burglar on the 
witness stand hands the prosecuting attorney his card— 
“A. Yegg, B.S.C.S.S.M.Y.M.O.Y.L.,” which we will 
readily understand, means, “Boozer, Safe Cracker, 
Second Story Man; Your Money or Your Life.” 

And the gasoline station man who fills the flivver 
tank with gas may hand out cards bearing this: “Ime 
Knott Rockefeller, I.C.F.T.B.P.1.E.,” and knowing his 
little habits, we will realize that he is merely ex- 
plaining “I Collect for Ten, But Put in Eight!” 

a, “& CC, 





COOPERATING WITH THE DOCTOR 
“Doctor,” said his society patient, “I am short of 
money, but perhaps we can compromise on your bill.” 
“Compromise?” 
“Yes; I'll settle for your prescriptions and return 


your visits.” 





NO WONDER! 

A Philadelphian committed suicide and left the fol- 
lowing note: 

“I married a widow with a grown daughter. My 
father fell in love with my stepdaughter and married 
her—thus becoming my son-in-law—and my step- 
daughter became my mother, because she was my 
father’s wife. 

“My wife gave birth to a son, who was, of course, 
my father’s brother-in-law and my uncle, for he was 
the brother of my step-mother. 

“My father’s wife became the mother of a son. He 
was, of course, my brother—and also my grandchild 
for he was the son of my daughter. 

“Accordingly, my wife was my grandmother because 
she was my mother’s mother. I was my wife’s hus- 
band and grandchild at the same time—and as the 
husband of a person’s grandmother is his grandfather, 
I AM MY OWN GRANDFATHER!”—Med. Insur- 
ance. 
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Original Articles 


RELATION OF MEDICAL SCHOOLS TO 
PROFESSION* 


Irvine S. Currer, M. D. 
Dean, Northwestern University Medical School 
CHICAGO 

Inasmuch as the medical profession, as repre- 
sented in its present personnel, is the product of 
some type of medical education, some legally con- 
stituted school for the training of physicians, it 
follows as a natural corollary that the profession 
is now and always will remain vitally concerned 
with medical education. The history of the com- 
paratively recent development of medical edu- 
cation is easily traced showing the marked inter- 
est of the profession at the genesis of the reform 
movement. 

In May, 1867, at a convention of delegates of 
medical schools of the country held in Cincinnati, 
resolutions were passed recommending changes 
in the course of study, including a four-year cur- 
riculum in place of three.’ Nothing came of the 
Cincinnati Convention. Ten years later (1877) 
at a meeting of the American Medical Association 
in Chicago, representatives from thirty-one medi- 
cal colleges of the country formed the Association 
of American Medical Colleges and adopted a con- 
stitution, by-laws and articles of confederation. 
The articles prescribed that at the beginning of 
the session of 1879-80 there should be required 
two sessions—three recommended—of not less 
than twenty weeks. At its meeting in 1880 the 
Association of American Medical Colleges in- 
creased the requirement to three courses and 
agreed upon preliminary examinations as a con- 
dition to admission on and after the session of 
1882-83. This move for a preliminary standard 
and increased instruction failed because the col- 
lege faculties refused to carry out the recommen- 
dations of the delegated body and in 1881 the 
association of American Medical Colleges was 
dissolved. 

Practically concurrent with the action of the 
delegates from the medical colleges (1880), the 
Illinois Board of Health adopted a schedule of 
requirements effective with the session 1882-83, 
thus enforcing, at least in Illinois, what the dele- 
gates from the colleges had repeatedly acknowl- 


*Read before the Chicago Medical Society, Nov. 30, 1927. 
1, Only two or three schools at that time required three 
years 
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edged to be a necessity.’ The Illinois Board of 
Health constituted the only legal or moral force 
in the United States working toward the eleva- 
tion of the medical standards between 1881 and 
1892. The power behind this Board was Dr. 
John H. Rauch, its secretary. In 1892 a change 
of administration in Illinois brought with it a 
sweeping change in the personnel of the Board 
and the powerful influences of the Illinois Board 
of Health was lost.2, Dr. W. W. Keen character- 
ized the Illinois Board of Health as “A body 
which has done more for medical education than 
any other in this country.”* In 1890 the Asso- 
ciation of American Medical Colleges was re-or- 
ganized and in 1894 a program of publicity was 
inaugurated by the American Medical Asso- 
ciation. This was followed by the formation 
in 1904 of the Council on Medical Education and 
in 1910 by the epoch-making Flexner report.‘ 
This latter report is without question the most 
powerful document bearing upon medical educa- 
tion in America. Its publication came at an op- 
portune time when medical educators and col- 
leges and universities had been aroused to the 
existence of deplorable conditions in medical col- 
leges by the Council of the American Medical 
Association, and after the Association of Amer- 
ican Medical Colleges had been stirred to a point 
where they were willing to do things, although 
frequently powerless because their faculties repu- 
diated the actions of their delegates. Consistent 
and constructive progress dates from the publica- 
tion of the Flexner report. 

The graduates of the past twenty years or so 
constitute the product of a changing educa- 
tional viewpoint. Perhaps the stabilizing mean 
has been reached, perhaps not—nevertheless it 
cannot be disputed that the general level of prep- 
aration for medical training has been raised and 
even the actual training in medicine has been im- 
proved. This is the concern of all of us, as to 
the ranks of medicine there are constantly being 
added several thousand new graduates yearly. 
This means that in the course of a dozen years 
the personnel of the profession as a whole is sub- 
ject to radical alteration. We must recognize 


1. Seventh Annual Report, Illinois Board of Health, Spring- 
field, 1891. 

2. Bureau of Education, Bulletin No. 31, 1925. 

3. Harvard Alumni Association, 1894. 

4. Medical Education in the United States and Canada, New 
York, 1910. 
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practice of medicine are subject to wide and 
sweeping change each twelve to fifteen years— 
not at one given moment but by the increasing 
ratio of recent graduates with newborn ideas. We 
are willing to admit that the graduates of each 
succeeding year should be better trained than 
those preceding them, but it must be our concern 
that technical training alone shall not be substi- 
tuted for the ideals, the altruism, the art of 
medicine. 

The standards of the profession quickly reflect 
the standards of medical education—moral as 
well as intellectual—and unless the schools rec- 
ognize the larger duty of training only men and 
women who are capable of sustaining the honor 
and integrity of the profession; of carrying for- 
ward the banner of service to humanity, the pro- 
fession—as such-—will be bound to suffer. A 
business-like management of one’s practice, of 
one’s personal affairs, business methods applied to 
all phases of medicine, need not in the least 
kill one’s sense of duty to his fellow-man or his 
responsibility for their well-being. Medicine is 
not a trade and should it ever become such, its 
professional character, its service character and 
its appeal to society will be utterly lost. One 
responsibility then we lay upon the schools, 
namely, that medicine shall still be taught as a 
profession of ideals, by men of character and of 
sympathy, not however, with the lax business 
teaching of the profession of a generation or two 
ago. 

One may wonder if the time has not arrived 
when the profession as a whole can make a real 
contribution to medical education by their cooper- 
ation and counsel. Thought in medical education 
is not crystalline; on the contrary it is remark- 
ably pliable and easily moulded. Experiment in 
medical education is encouraged and of all inter- 
ested in the future of medicine the present mem- 
bers of the profession have the most intimate 
knowledge of its needs. They know wherein their 
training was weak—where it required strength- 
ening, and wherein it may have been superfluous. 
The type of training furnished by the schools 
should be that which will increase the power of 
the profession to prevent and control disease and 
to restore to health the greatest possible number. 
The schools are trying to do this, but they need 
and require from the profession a type of unselfish 
cooperation that will make for the good of the 


ILLINOIS MEDICAL JOURNAL 


January, 1928 


whole. No school, regardless of the size of its 
endowment, can ever be built around one or two 
or three outstanding figures as was possible a 
generation ago. Schools today, realizing their 
enormous responsibility for the future of the pro- 
fession, must guarantee the fundamental char- 
acter of their graduates, their honesty, ideals and 
altruism, men scientifically and morally sound 
and with almost as much knowledge of the art as 
of the science of medicine. 

The needs of the profession—the types of grad- 
uates desired, the emphasis on this or that in the 
medical curriculum—can be ascertained by the 
schools only through the closest possible contact 
with the profession. It is presumed that this con- 
tact is made through the Council on Medical Edu- 
cation and Hospitals of the American Medical 
Association, and yet it is hardly reasonable to ex- 
pect that a single agency, the Council, can main- 
tain an intimate contact with the profession as a 
whole. It would seem reasonable to expect that 
the schools themselves should create and maintain 
a fairly close contact with the profession in states 
in which their graduates normally locate. Only 
one state society of recent years, namely, Louisi- 
ana, has made any attempt to advise with medical 
schools looking toward a better professional 
output. 

There is the greatest sympathy on the part of 
those immediately concerned with medical educa- 
tion in the experiment now undergoing trial in 
several American and a few English medical 
schools, namely, the development of whole time 
teaching. It is to be expected that the profession 
will watch the experiment with great interest— 
some with full approbation, some with certain 
reservations, and still others with distinct disap- 
proval. The whole time plan, in part at least, has 
been in existence for a decade or more and while 
conclusions cannot be drawn, yet certain observa- 
tions appear warranted. 

It would seem axiomatic that a teacher can in- 
struct only in that which he knows. A teacher of 
fairly narrow vision will rarely be able to stimu- 
late creative thought and, in the practice of medi- 
cine or surgery, it is untenable to hold that the 
true teacher is only he whose practice is limited 
to his research laboratories and the compara- 
tively few beds allotted him in a university hospi- 
tal. The widest experience with sick people is 
narrow enough without the instructor being com- 
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pelled to take the figurative vows of renunciation 
of practice. There will no doubt be found some 
few individuals who shrink from public contacts 
and these naturally will be willing, even anxious, 
to become whole time or cloistered teachers of 
medicine, but what stimulus will come from their 
teaching remains to be seen. One wonders what 
would have been the effect upon the teaching ca- 
reers of such men as Fenger, Murphy, Billings, 
Senn, Abt, DeLee and many others, had they 
yielded, during their constructive periods, to the 
lure of the medical cloister. And what would 
have been the effect upon their students and hence 
upon the profession of medicine. Theodore C. 
Janeway, in discussing “Outside Professional En- 
gagements by Members of Professional Facul- 
ties,”? points out that great clinical teachers must 
perforce be clinical masters with antecedent long 
and painstaking clincal training and that “only 
constant application of their knowledge can keep 
them such.” He says, “All such plans, therefore, 
seek to attain the positive aim of securing univer- 
sity teachers and investigators through the nega- 
tive method of limiting the opportunity of the 
professor to become a widely known master of his 
subject. Is this wise? Clearly not, if the result 
is to be that the clinical teachers of the future 
shall be but mediocre physicians and surgeons. 
The professors of medicine and surgery are not 
set to make physiologists or pathologists of their 
students. Science they must teach, the methods 
of exact science they must use, but it must all be 
applied to the solution of the endlessly varying 
riddles presented by the individual patient. They 
must fire their students with an enthusiasm for 
the grinding work necessary to become proficient 
in practical medicine, which today includes the 
utilization of laboratory methods on an evergrow- 
ing scale. They must maintain the respect of 
their staffs for their acumen and practical skill. 
Therefore, the professor of medicine or of sur- 
gery is truest to university type who is most com- 
pletely the master of the practical aspects of his 
profession thus viewed. What policy of restric- 
tion can accomplish this?” 

For the part time teacher one cannot but hold 
a strong brief. His outside contacts with the 
actual practice of medicine help to keep his feet 
on the ground and he treads a safe pathway. His 


1. Educational Review, March, 1918; a paper read at the 
1918 meeting of the Association of American Universities. 
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teaching will reflect both his research spirit and 
the lessons of practice. He will prove a stimulus 
to his students, his colleagues and to the profes- 
sion at large—each phase of his duality aiding 
the other ; his patients will benefit by his research 
and his research in turn will be more wisely di- 
rected. Hundreds of the great masters of medi- 
cine have by choice constituted themselves part 
time teachers—John Hunter was a part time 
teacher as was Edward Jenner, Cruikshank, 
Fordyce, Saunders, Boerhaave, Van Swieten, 
Haller, Cullen, Syme, Percival Pott and Osler, 
and the list might be extended indefinitely. These 
men taught not only from experiment or as Har- 
vey put it “from the fabric of nature,” but from 
the fullness of a wide, varied and general clinical 
contact. Compensation really doesn’t enter into 
the question. The part time teacher is frequently 
a representative of that growing class who feel 
the urge of teaching and research and he is will- 
ing to forego the added income that teaching time 
used in practice might insure. Fortunately for 
American medicine this group is yearly increas- 
ing and upon their productivity depends the posi- 
tion of America in medicine. 

The pages of the history of medicine fairly 
shine with the names of great teachers who at the 
same time were great physicians. In addition to 
those just mentioned, one may call to mind such 
names as Daniel Drake, James Jackson, Nathan 
Smith, Valentine Mott, William Pepper, Samuel 
D. Gross, Reuben Mussey, Nathan Smith Davis, 
S. Weir Mitchell, and hundreds of others and 
one may wonder what would have been the effect 
upon the careers of these men, had each and all 
filled whole time positions—and then one may 
wonder what would have been the effect upon 
American medicine. 

Teaching is a great developing factor in the 
lives of many physicians. We recall our under- 
graduate days in the medical school and the two 
or three real teachers whose messages still live and 
whose words and example have become guides for 
our daily tasks. If we have assumed the mantle 
of the pedagogue, we have received even a greater 
blessing. The clinic and the laboratory, peopled 
with eager minds of real thinking power, shame 
ignorance into oblivion. To give members of the 
profession real teaching opportunities is one of 
the privileges of schools of medicine, and to aid 
in this development, is a duty. Not all can or 
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will become teachers, but teachers are needed— 
real teachers—as never before and widening the 
scope of the teaching activities of the schools will 
find ready response on the part of alert members 
of the profession. Teaching opportunities exist 
in a far larger number than is evident at first 
thought. The introduction of the clinical clerk 
system with its wider spread into non-controlled 
hospitals will of its own force seek and find teach- 
ers in places hitherto wholly overlooked. The 
profession generally neglects a most important 
teaching duty, namely, the teaching of internes. 
Hospitals require internes and often wonder why 
more applications are not received from prospec- 
tive graduates. The reason is clear: the hospital 
offers no teaching. The interne period both to 
the school and to the graduate is the test of the 
medical curriculum. In that period the interne 
learns to apply his knowledge because he is taught 
to do so and not by blunderingly or brazenly or 
foolishly doing things for the first time on his 
own responsibility. If mere experience is desired 
he might better be in some rural community 
where physicians are badly needed. He must 
learn by doing—but “doing” under instruction. 
For years I have heard graduates characterize 
hospitals as good or bad based upon the teaching 
willingness, even eagerness, of the staff. 

The medical schools of the University of Wis- 
consin and California are experimenting with a 
modified preceptor system—sending senior stu- 
dents to practicing physicians located throughout 
the state for a period of one month. Northwest- 
ern is now trying a form of preceptorship and sev- 
eral schools have for the past few years invited 
general practicing physicians to lecture to the 
senior class on the “how” of practice. These 
experiments will call for a more intimate relation- 
ship with the profession and if generally accepted 
will form a most desirable contact from which 
much good is bound to come. 

Illinois has four Class A medical schools each 
trying to give adequate training in medicine and 
succeeding unusually well. Each differs from the 
other in some few particulars. There is, however, 
a common aim and most of the methods employed 
are similar. The State of Illinois and the City of 
Chicago may well be proud of these schools; each 
anxious to improve—to do the job better; each, 
however, with a definite need of contacts with the 
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general profession of medicine as a guide to the 
better training of its product. 

There is no warrant for the assumption that 
there is a fixed and determined best plan for con- 
ducting medical education. On the contrary, the 
stereotyped character of the curriculum has been 
almost wholly lost in schools with thinking facul- 
ties. It is perfectly sound to expect that School A 
can train its men better under a given plan which 
differs markedly from an equally successful plan 
adopted by School B; the product of each system, 
considering the quality of the raw material, meas- 
uring about the same. Every medical faculty 
then should study its problem of medical educa- 
tion, keeping constantly in mind the basic factors 
of personnel of faculty, personnel and preparation 
of students, adequacy of laboratories, types of 
hospitals under control and in affiliation, and 
most important of all the profession of which the 
students must form an integral part. It would 
seem that in Chicago the general plan of educa- 
tion conducted by the four Class A medical 
schools could and should differ widely but the 
whole should present a strong challenge to leader- 
ship in medical thought, education and research, 
and in all this the profession can speed the day. 





THE RELATION OF THE MEDICAL 
SCHOOL TO THE COMMUNITY* 
FRANKLIN C, MCLEAN, M, D. 


CHICAGO 


Within the past few decades the American med- 
ical school has almost completely altered its char- 
acter. From being an independent, self-sustain- 
ing, and in some cases profit-making institution, 
it has rapidly evolved into the most elaborate and 
most expensive type of educational institution 
that any community has ever been called upon to 
support. Support from various sources, from the 
state, from individuals, and from the large foun- 
dations has been poured into our medical schools, 
now generally conducted under university aus- 
pices, at an astonishing rate, and is still continu- 
ing to be made available at an accelerated pace. 

In asking for and accepting such support from 
society at large the medical school accepts certain 
responsibilities toward the community which were 
perhaps not implied in the type of medical edu- 





*Read before the Chicago Medical Society, November 30, 
1927. 
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cation which previously obtained. Medical edu- 
cation can no longer be considered a private mat- 
ter, but is one in which the public has a large in- 
terest. The narrow view of a medical school as a 
training school for doctors, having no further in- 
terest or responsibility to the community, is 
already passing into oblivion, and our university 
medical schools, at least, are assuming much 
broader functions. 

Perhaps the most widespread and important 
sign of this extension of its functions is the as- 
sumption by the medical school of the duty of the 
extension of knowledge concerning disease. The 
medical school is no longer a mere assemblage of 
class rooms, where information concerning medi- 
cine in its current state is dispensed to listening 
students. It has laboratories, libraries, hospitals 
and clinics, and the task of advancing knowledge 
by research has been consciously and definitely 
assumed. Whether or not this function is for the 
moment being over-emphasized is of little import- 
ance. The important fact is that society must 
look to its medical schools for the solution of the 
problems of disease, and that the medical schools 
of America have at last realized their obligation 
in this respect. Overemphasis, if there be any, 
can and will be corrected, but there can be nothing 
more deplorable from the viewpoint of the welfare 
of the public than medical education without 
medical research. While America still should, 
and does make use of discoveries made abroad, for 
medicine is truly international in character, we 
are now contributing at least our share to the 
world’s knowledge concerning the causes, preven- 
tion, alleviation and cure of disease. 

There is also a still young but rapidly growing 
conception of the obligation of the medical school 
in matters of public health. It is probably too 
early to say that public health has actually found 
itself in our medical schools, but the feeling of 
responsibility is expressing itself in various ways; 
in the organization of public health courses for 
medical students, in the organization of courses, 
and sometimes separate schools for the training 
of public health officers, in research in preventive 
medicine, in cooperation with city and state au- 
thorities in the administration of public health 
measures, in devising methods for popular edu- 
cation in public health matters, and in a general 
Way in inculeating in the medical students a sense 
of responsibility in all matters concerning the 
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public health. Much remains to be done, but in 
general it may be said that the medical schools 
themselves are proceeding in a direction which is 
definitely in the interest of the public. 

Upon the medical schools, which constitute the 
sole portal of entry into the practice of medicine, 
also devolves the important function of selecting 
the most promising candidates for the study of 
medicine, and of moulding them into the practi- 
tioners of the future. Here there is a great moral 
responsibility toward the public, for the fitness of 
a candidate for the practice of medicine cannot 
be determined solely upon the basis of his intel- 
lectual and technical equipment. It is true that 
our states retain the right of final judgment upon 
candidates for licensure, but whereas the state au- 
thorities have but brief contact with these candi- 
dates our medical schools have prolonged and 
daily opportunity of judging them. As a result 
it is the medical school which in fact does deter- 
mine the character of the material entering upon 
the study of medicine, and finally emerging into 
its practice. Too much attention cannot be paid 
to this function of the medical school, if the medi- 
cal profession is to retain and improve its posi- 
tion of leadership in the community. 

But the greatest of the responsibilities of the 
medical school to the community, that of the 
quality of medical education itself, I have left to 
the last, for the reason that this question, al- 
though apparently simple, has been clouded by 
issues which may or may not be relevant. That 
all is not well with American medical education 


seems to be a widely accepted view, in spite of the 
rapid improvements in its physical facilities. In 
fact, it is even suggested that some of the ills of 
today are the results of the rapid changes which 
are taking place, and there are many who feel 
that the emphasis in the present movement is be- 
ing put in the wrong place. There are constantly 
recurring signs of a wide-spread opinion that 
medical education is becoming too scientific, too 
refined, and too expensive, that it encourages too 
much specialization, and that certain districts, 
especially rural districts, are suffering from a 
change in medical education which leads the 
newly graduated physician to locate in the city 
rather than in the country. 

As a result of this feeling we not infrequently 
hear the suggestion seriously made that another 
type of medical education, less expensive in time 
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and in money, less exacting in its scientific and 
educational requirements, and more practical in 
its nature, should be encouraged, with the object 
of producing another type of physician, of which 
a large percentage might be expected to become 
the general practitioners in the rural com- 
munities. 

In this suggestion there is the direct implica- 
tion that the medical school is failing in its pri- 
mary and most important duty—that of produc- 
ing physicians to serve the community. The 
physicians are being produced, more highly 
trained than ever before, but if this very fact of 
their thorough training is resulting in a lack of 
service to the community, rather than increased 
and improved service, then something is ob- 
viously wrong. 

This problem, although it may be relatively 
new to us, is not new, nor is the current discus- 
sion new. Let me quote from a distinguished 
German surgeon and educator, Theodore Bill- 
roth, writing in 1875, more than fifty years ago." 

“There is the more or less openly dis- 
cussed opinion that the study of the natural 
sciences (including physiology) is stressed far 
too much and at the expense of the student’s pro- 
fessional medical training ; that physicians do not 
need to be scholars, since their first business is to 
learn to treat the sick. In this view of the matter, 
the more general culture a physician gains, the 
more discontented will he be later in his profes- 
sion, particularly in rural districts; the more it 
will require to content him, intellectually as well 
as materially; the more unhappy will he feel in 
his mean surroundings, among uncultivated peo- 
ple; the more estranged will he be from the 
common people who have more faith in a man 
of their own sort.” 

Billroth’s answer to these arguments, and to 
the proposals of those who wished to found “‘in- 
ferior medical schools” to train the general prac- 
titioners, was vigorous and emphatic, and may 
be read at length in his book on “The Medical 
Sciences in the German Universities.” Suffice 
it to say here that in spite of the same problem 
in their rural communities, the German countries, 
who started with scientific medical education fifty 
years before we did, have not yet found it neces- 
sary or desirable to lower their standards of medi- 
cal education. We had a century of low standards 
in medical education in this country before the 
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present movement got under way. Are we to be 
made to believe that a return to these low stand- 
ards is the answer to our problems? We may as 
well believe that a return to lower standards of 
living is the solution of our economic difficulties. 
It is inconceivable that America, at present pro- 
viding unparalleled resources for improvement 
of medical education, will accept a return to 
lower standards as a way out of something which 
after all may be but a temporary difficulty. I say 
nothing about the doubt which exists in the minds 
of many, as to whether these “practically trained 
physicians” would actually migrate to the coun- 
try, or as to my own belief that they would serve 
chiefly to retard the improvement of medical 
practice in the cities. 

It is my firm conviction that a first obligation 
of the medical school to the community is to pro- 
vide the best, and only the best medical education 
that it is capable of giving. Admitting that there 
is difficulty at the present time in giving the bene- 
fit of such standards of medical education to the 
community, or to society at large, the people of 
America, including those in rural districts, may 
be expected to demand an increasingly improved 
type of medical service, even though they may 
grasp at straws when faced with the immediate 
difficulty of securing any medical service at all. 

I should hesitate to proceed with this discussion 
under the title assigned to me, were it not that 
we have as yet failed to disclose the fundamental 
weakness in the argument for the inferior medical 
schools. To do this it is necessary to show that 
the real source of the difficulty which admittedly 
does exist is inherent in the progress of medicine 
itself. It is common knowledge that the past 
fifty years have witnessed astounding progress in 
the knowledge and practice of practically all fields 
of medicine and surgery, so that the sum total of 
knowledge and technique added to medicine dur- 
ing this period has been greater than all the ac- 
cumulations of past history. Under these cir- 
cumstances it would seem wise to inquire into the 
question as to whether a type of medical service 
which was suitable to the state of medical knowl- 
edge fifty years ago is still and may be expected 
to remain suitable. This is particularly necessary 
since the argument for the inferior medical 
schools rests, perhaps unconsciously, on the as- 
sumption that medical practice is fixed and im- 
mutable. 
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Before the days. of modern surgery, with its 
dependence upon a complicated operating-room 
technique; before the days of roentgenology, de- 
manding its special apparatus, and by its refine- 
ment of diagnosis leading to operative proced- 
ures previously undreamed of; and before the 
days of modern medicine, with its increasing reli- 
ance upon the laboratory, it was possible for the 
resourceful practitioner of medicine not only to 
possess most of the knowledge of medicine and 
surgery, but also to practice medicine successfully 
and satisfactorily to himself and his patients in 
an isolated community. The proposal we are dis- 
cussing discounts the present and future state of 
medicine, and aims to put the isolated community 
back into the dark ages, rather than to make mod- 
ern medicine available to it. 

This lack of adjustment of modern medicine 
to the needs of the isolated community is accom- 
panied by another serious maladjustment to mod- 
ern social conditions. The increase in the domain 
of knowledge of medicine, and the additions to its 
specialized techniques, together with changing 
social conditions, have led to increased specializa- 
tion, regarded by many as a menace to the general 
practitioner, and to medical practice in general. 
Largely due to the extension of the field of medi- 
cine, and to specialization, the cost of adequate 
medical attention has risen to a point where at 
least a large part of the structure of the practice 
of medicine appears to be on an unsound eco- 
nomic basis. Rappleye? states that “about 80 per 
cent of the population have difficulty in 
meeting the costs of hospital care and other ex- 
penses incident to serious, obscure or prolonged 
illness, particularly if such illness occurs in the 
wage earner of the family.” Whether his fig- 
ures are correct or not, it is a matter of common 
knowledge to all of us that there is a great share 
of the population which has no access to the best 
medical skill, even in cases of dire necessity, and 
that both the factors of distribution of physicians 
and of the economic situation of the individual 
enter into this situation. 

M. L. Harris*® has recently pointed out, in the 
columns of the Journal, that the practice of medi- 
cine is a monopoly, and “that this monopoly en- 
tails on the profession a definite and distinct duty 
which cannot be delegated, and this duty is the 
care of the sick and suffering.” As he says, this 
“doesn’t mean the care of some of the sick, or 
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even of all of the sick some of the time, but it 
means the care of all of the sick all of the time.” 
Be it said to the credit of the medical profession 
that it has not faltered in responding to the obli- 
gation of providing free medical care for the 
indigent, even though in so doing it has often 
been exploited. In fact the precedent of provid- 
ing medical care and attention free to a large 
proportion of the population is so firmly fixed 
in the minds of the public that when plans were 
prepared some months ago for the building of a 
4,000-bed hospital on the lake front of Chicago 
not one cent for compensation of physicians was 
included in the estimated cost of running the hos- 
pital. 

If a large part of the community expect and 
receive free medical care, and if perhaps only 20 
per cent. of the entire population are capable of 
paying the cost of adequate medical attention in 
serious or prolonged illness can the practice of 
medicine be said to be on a sound and permanent 
basis, and should the medical school expect this 
basis to continue and direct its efforts accord- 
ingly? Unless the solution is to be found in a 
return to cheaper medical education, with a pos- 
sible cheaper medical practice—the medical 
school must be left to its duty of improving, 
rather than cheapening medical education, and 
the problem of providing medical service for the 
rural community, and for the great portion of 
the population with restricted means must be 
solved in some other way. 

Rappleye? very conservatively states that “in 
the present generation of practitioners it is pos- 
sible that some modification of present methods 
of finanéing medical care will be seen in certain 
sections of the country for some economic groups 
of the population and for certain types of atten- 
tion and care.” M. L. Harris* is more specific 
in his belief that the medical profession should 
sponsor medical institutes in every community, 
to include all departments of medicine, where 
every patient unable to pay reasonable fees to 
his physician could receive the best of medical 
services at a cost within his means. The medical 
school is concerned with this type of proposal, 
for the reason that some of our neighboring 
states have already assigned to their university 
medical schools the duty of providing adequate 
medical care for the people of the states, and on 
a basis which is within the capacity of the in- 
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dividual to pay. This may be taken as an indica- 
tion of the answer of society to the question as 
to whether a low grade medical service will meet 
their demands. 

The present situation, as it affects medicine 
and society, has recently been summarized by 
H. H. Moore* as follows :— 


The superstition and ignorance of primitive times 
and the inaccurate methods of empiricism have given 
way to systematic procedure based upon science, the 
crude tools of mediaeval centuries have been replaced 
by a large number of ingenious instruments requiring 
a highly developed technique, and the insanitary insti- 
tutions of earlier times have been superseded by costly 
and efficiently managed hospitals and clinics. This 
progress has made possible the control of many dis- 
eases hitherto responsible for a vast amount of suffer- 
ing and premature death. Notwithstanding these re- 
markable advances, a considerable number of prevent- 
able diseases still kill little babies, cut short the lives 
of men in their prime, and keep millions of the nation’s 
citizens in a state of depressed vitality, incapacitated 
for efficient labor and the joy of living. The failure 
of society efficiently to apply the knowledge in its pos- 
session regarding the cure and prevention of disease is 
due partially to the fact that the development of scien- 
tific materials, equipment, technique and personnel has 
been more rapid than the organization of personnel 
and agencies for the utilization of these facilities. 
While there are over 1,000,000 persons engaged in the 
field of medicine and approximately $5,000,000,000 
invested in hospitals alone, and while a high degree of 
organization has developed within certain unit agencies, 
medicine remains a fundamentally individualistic pro- 
fessonal service. The services of general practitioners 
and specialists, laboratory services and various types of 
therapy requiring expensive equipment have not been 
organized into unit agencies; and little effort has been 
made to coordinate unit agencies into well balanced 
programs of preventive and curative medicine for the 
purpose of providing the most effective and most eco- 
nomical service for all the people. This lag has re- 
resulted in serious maladjustment, of which there are 
at least six specific manifestations. 

First, there is an inadequacy of personnel and of 
financial support among official health agencies. Sec- 
ond, there is a shortage of physicians, hospitals, con- 
valescent homes, dispensaries, dentists and nurses, and 
in the cities, where a more nearly adequate supply of 
private practitioners is to be found, they often appear 
to be inaccessible. Third, many people are unable to 
pay the present cost of scientific medical service, not 
so much because physicians are charging high fees 
(although some of them do) as because, in its present 
relatively unorganized condition, medical service is 
necessarily expensive, and because the people will not 
and often cannot save sufficient money to provide for 
the emergencies of sickness. Fourth, a large propor- 
tion of men and women are patronizing cultists or 
quecks because they are dissatisfied with the service 
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they obtain from regular practitioners. Fifth, physi- 
cians themselves are not receiving in many cases ade- 
quate income, and many practitioners are handicapped 
for lack of hospital facilities. Finally, there is an in- 
sufficiency of interest among private practitioners in 
preventive medicine. 

If these conclusions, based on an exhaustive 
study of the situation, may be assumed to be 
fairly correct, what should be the position of the 
medical school in this difficult problem of the 
adaptation of the practice of a rapidly changing 
medicine to changing social and economic con- 
ditions? I believe that its first duty is to uphold 
the improved and improving standards of med- 
ical education, in the belief that in the long run 
such an attitude will best serve the public in- 
terest. In the second place it should take an 
enlightened and constructive position as to the 
place of modern medicine in modern society. It 
should study the social, as well as the professional 
aspects of medicine, and should resort to bold 
experimentation if necessary. ‘To aid in solving 
these problems in the joint interest of the medical 
profession and of the public would seem to de- 
mand the best that we can have in our university 
medical schools. To mould the economic and 
social factors upon which medicine so largely de- 
pends into medical education and into medical 
thought, with a resultant effect on medical prac- 
tice is a vital obligation of the medical school 
to the community. 
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TEACHING CLINICS: GALL BLADDER OR 
UPPER ABDOMINAL CONDITIONS* 
CuHares E. Humiston, M. D. 
CHICAGO 

I have only about ten minutes in which to pre- 
sent four cases. 

This man has had stomach trouble for ten 
years. He had an appendectomy without relief. 
In August, 1925, he was operated on for a per- 
forating gastric ulcer, a posterior gastro-enter- 
ostomy being done. The posterior wall of the 


*Presented before joint session of Sections on Medicine and 
Surgery, Illinois State Medical Society, Moline, June 1, 1927. 
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stomach had become adherent to the mass. The 
operation was followed by apparent relief. 

His pain would come on two or three hours 
after eating and was relieved by taking food. 
Then it would disappear for six months, only to 
return. 

As a school boy he had something which 
“doubled him up.” Once or twice a year the 
attacks would recur and then more frequently. 
He had medical treatment which was useful but 
not final. He still had his trouble. He had 
some surgical treatment. His appendix was re- 
moved, thinking that would help some. It did 
not. He was “doubled up” by the time he left 
the hospital with his same old trouble. 

A man going into his case just now could 
state that he had a perforating ulcer of the 
stomach, and it just gradually grew and the in- 
flammatory adhesions increased. He fortunately 
escaped with his life and he is here to show you 
that he is still living. 

Following his gastro-enterostomy he had a pep- 
tic ulcer, at least the symptoms of it in the 
jejunum. Probably that is what the trouble was. 
At any rate, under medical treatment those symp- 
toms have subsided. 

You feel perfectly well now ? 

The Patient: Fine. 

Dr. Humiston: Eat what you please? 

The Patient: Almost. 

Dr. Humiston: There are certain foods that 
distress him some but as a general proposition 
he is getting along very well with his diet. 

Have you gained in weight and are you 
working ? 

The Patient: Every day. 

Dr. Humiston: Here is a symptomatic cure of 
a condition which under less favorable conditions, 
would have ended fatally. But his perforation 
was into the lesser cavity instead of into the free 
cavity and consequently it did not become an 
acute abdominal emergency. 





The next case is that of a young lady seventeen 
years old troubled with considerable “nervous- 
ness” so that it was difficult for her to finish her 
grades. She was in high school but unable to 
complete high school. She had to give up on 
account of “nervousness developing.” She wor- 
ried about things and almost made a failure of 
her school work. She tried occupational work 
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but could not make that go very well. Her 
mother was a “nervous” woman. She finally de- 
veloped a little abdominal discomfort but found 
difficulty in locating just where the trouble was. 

Here is a young lady just eighteen and a few 
days. Until the time she was seventeen she was 
an example of nutrition minus. She was nervous, 
whatever that may mean technically. She could 
not keep up her work in school. Something was 
wrong with her which was hard to analyze. 

What about your weight? Were you thin be- 
fore? You are picking up now. 

While mentally she was not deficient, physi- 
cally she was unable to apply herself, and she fell 
behind. 

Now she comes before us having an operation. 
I want to say that I think the physical findings 
pointed strongly to what ailed her. She has here 
a little box. I suppose some day it might have 
a handle on it and be useful as a rattle. There 
are thirteen gall-stones in the box and this girl 
only seventeen years old. They were removed 
and the appendix along with them, and here she 
is. She is feeling very well. Her nutrition is 
better. She is stronger. She is getting along 
in the world and making a go of it. At any rate, 
she seems perfectly well and is certainly good to 
look at. 





The next patient is the mother of five children. 
Four of them are living. She is forty-nine. She 
has passed the menopause. She weighs ninety- 
seven pounds and she is not real strong. 

She has been doing housecleaning lately. She 
is not afraid to try to work but every time she 
over-exerts herself she is not well. She is what 
she calls very nervous. Her physical complaint 
seems to point in the direction of her digestive 
system. She says “her stomach.” Now, of course, 
the “stomach” means any part of the abdomen 
to some people Her symptoms are not very 
clear. 

They had recourse to the X-ray. While I have 
not time to try to analyze all this, these are the 
X-rays. I can see what an X-ray man points out, 
but when the X-ray is given to me I am just a 
little bit cautious about it. Thinking you may 
feel the same way as I do about these, I am going 
to show you something. You can not take issue 
with me very well because I will not let you. 

This point is the stomach. Of course, you see 
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some of the colon. But the one thing I want to 
point out is a pocket condition here of the duo- 
denum and a little bit of a canteen that seems 
to be hanging to it with a narrow neck, as if it 
had gone through the neck of a bottle which is 
larger below. After this has all passed through, 
that little pocket remains. 

Here is a woman who is not sure that she would 
be willing to submit to an operation. She feels 
pretty well most of the time, but she is not en- 
tirely well. Ninety-seven pounds is less than 
she thinks she ought to weigh. I know a number 
of young ladies who would like to drop down that 
direction but I do not know of many who would 
care to go much below one hundred. She is eat- 
ing the best she can but does not gain. 

Here is a condition just beyond the stomach, 
with a good big duodenum, with a pocket on the 
side of it, and from time to time a deep tender- 
ness corresponding to that when the physical 
examination is made. And the next step is what? 

One must be very careful about operating on a 
very nervous patient that weighs only ninety- 
seven pounds, has pain in the back of her neck 
and who possibly has lost some of her children, 
or one, especially when you find that the kidney 
is a little loose. 

I have one more case where the X-ray is all 
there is to show today. I brought this with me. 
The man is middle aged and he is still living. 
He has had an operation. 

Now, with reference to what ails him. He had 
digestive disturbances. He had pain in the right 
upper quadrant and he. was a good subject for an 
operation of some kind. About fifteen if not 
twenty X-rays were taken, and you see this white 
place on the picture. There are eight to ten 
stones there. They have rubbed against each 
other until they are perfectly typical of stones 
that do that to one another when enclosed in 
something like a gall bladder. 

Now, this man had a gall bladder history. And 
he has X-rays there showing that he has got the 
stones and that they are there in numbers. That 
is the right side of the individual. He had an 
operation on his gall bladder and it was found to 
be perfectly normal. There was nothing the mat- 
ter with it. Then it was time to look for some- 
thing else. That looking for something else had 
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been done before, but it had not settled the 
question. 

The injection of opaque material through the 
ureteral catheters had failed to connect with this 
bunch of stones. But in the second chapter, the 
right kidney was removed. That group of en- 
cysted stones was in his right kidney, all of them 
piled together in a pocket in the substance of the 
kidney where they could not be reached by inject- 
ing the pelvis of the kidney. It looks enough 
like gall stones to deceive anybody. And the les- 
son we get from that is: Do not be too cock-sure 
what the X-ray man tells you. Get more history 
—examine again. 





FRACTURES OF HUMERUS 
FREDERICK G. Dyas, M. D. 
CHICAGO 


The accompanying photographs illustrate the 
efficacy of reduction of fractures of the lower 
end of the humerus when put up in the position 
of acute flexion. In the case described the boy 
had a large hematoma when admitted to the 
hospital which precluded the use of this posi- 
tion at that time. He was, therefore, put up in 
extension in a Thomas splint in the recumbent 
position with an ice-bag over the hematoma. 
Forty-eight hours later under ether anesthesia, 
partial reduction was obtained in the hyperflexed 
position as seen in the fluorscope. Complete re- 
duction, however, did not take place until twenty- 
four hours later when the fragment dropped into 
position as a result of the continued hyperflexion. 





Fig. 1. Position of Acute Flexion 
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Complete union occurred and 100 per cent. func- 
tion resulted. Passive motion and massage 
were begun after one week. 

Fractures about the elbow joint give the best 
results when put up in the position of acute 
flexion. Great care must be exercised to observe 





the blood supply; the radial pulse must be fre- 
quently taken as in many instances the swelling 
may shut off the blood supply when the forearm 
is put in this position. When such a condition 
exists it is best to put up the joint in extension 
and relieve the pain with an ice-bag to counteract 
the swelling until such a time as the position 
of hyperflexion may safely be assumed. 





IMMUNITIES, THEIR POSSIBILITIES* 
J. W. Van Derstice, M. D. 
OAK PARK, ILL. 

Immunity is a relative term. The degree of 
resistance varies with the individual; also in the 
same individual from day to day. While bodily 
\igor may not be a guide to the degree of resist- 
ance to a given organism yet it is probable that 
the lowering of an individual’s vigor by exposure, 
overwork, bad habits does to a considerable de- 
gree render the individual more susceptible to 
invading organisms. 

Immunity is relative and its efficacy depends 
upon the virulence of the invading organism and 


“Read before the Section on Public Health and Hygiene, 
Illinois State Medical Society, Tuesday, May 31, 1927, Moline, 
Illinois. 
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furthermore on the size of the invading army of 
micro-organisms. 

There are the two kinds of immunity, natural 
and artificial. Various species show great differ- 
ences in resistance to infections. Some have 
apparently absolute natural immunity to certain 
infective agents. Whether there is a true natural 
immunity of some human races to certain infec- 
tious diseases appears doubtful. What has ap- 
peared to have been natural immunity has been 
proved either to have been a lack of opportunity 
of infection or an artificial immunity acquired 
through generations of infections 

However in the newborn there appears to be 
an immunity to certain infectious diseases. This 
resistance gradually disappears during the first 
year of life. According to Pirquet, the mother 
who has had measles renders her child relatively 
insusceptible for six to twelve months. This 
being true whether the child be breast or artifi- 
cially fed. 

A single attack of many infectious diseases 
renders most individuals immune for life to that 
specific infection. Furthermore, there is much 
evidence to show that such immunity raises the 
resistance of the individual against other infec- 
tious agents. 

The ability to develop an actual immunity to 
certain infectious diseases has been known and 
practiced for so many years that it is unneces- 
sary to speak of that phase of the subject, as all 
except those who will not believe are convinced 
of the efficacy of vaccination against smallpox. 

That the use of toxin-antitoxin for the control 
of diphtheria will be quite as successful as is the 
general vaccination against smallpox there is 
little doubt. The period of time in which the 
observation of susceptible persons being given 
the toxin-antitoxin is now about one decade. 
Park reports “that while of the cases under ob- 
servation some of the children are now lost sight 
of, yet the results are so similar in different 
groups that we can probably safely rely upon the 
moderate number of observations. It is remark- 
able how well the immunity persists. There has 
been almost no change from year to year. It 
appears that the vaccine has not only stimulated 
a production of antitoxin, but has aroused the 
cells to an activity which had before remained 
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dormant, so that these persons who before made 
no antitoxin join the larger group who normally 
produce it.” 

The knowledge that it was possible to immun- 
ize with toxin-antitoxin has been known for 
twenty-five years, but this knowledge could not 
be made use of as there was no means to identify 
those who required this protection. 

For more than a dozen years the Schick test 
las been given widespread use and the results 
carefully tabulated. Proving of the practicabil- 
ity of protection against diphtheria has been 
done largely by Park, Zingher and Schroeder. 
They have done much work in the public schools 
and institutions of New York City. 

Schick in 1913 published his monograph on a 
simple method by which the amount of antitoxin 
in the individual’s blood could be definitely ascer- 
tained. 

A positive reaction is recognized by a circum- 
scribed area of redness and slight skin infiltra- 
tion which measures 1 to 2 cm. in diameter — It 
persists from seven to twenty-one days and on 
fading, as a rule, there is a superficial scaling 
and a rather persistent brownish pigmentation. 
The amount of toxin injected is 1/50M. L. D. 
for the guinea pig in 0.1 ¢.c. of normal salt solu- 
tion. It is necessary to give it intracutaneously 
so that the toxin will not be too rapidly absorbed. 
A slightly raised white area at the site of injec- 
tion is evidence that the injection has been made 
intracutaneously. 

It is of prime importance that the technique 
of the Schick reaction be carried out with the 
greatest accuracy. 

If the toxin has been diluted and stored in a 
warm place it readily deteriorates. The diluted 
toxin should not be used under the best cireum- 
stances more than twenty-four hours after dilu- 
tion. The Schick test has nothing to do with 
treatment nor the production of immunity; it is 
merely the test for susceptibility. 

The immunization of those susceptible to 
diphtheria consists in the subcutaneous injection 
of a small quantity of diphtheria toxin almost 
completely neutralized by antitoxin in three 
doses given at intervals of about a week. The 
quantity injected each time is one c.c. 

The susceptibility for diphtheria is greatest 
hefore the school age. It is probable that the 
is given some immunity from the 


newborn 
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mother. This, however, disappears during the 
early months of life and to a very large extent 
is negligible at six months of age. The greatest 
percentage of susceptibles is constantly found to 
be from six months to two years of age. Park 
recommends that the toxin-antitoxin be not given 
until the child is six months of age, as in giving 
it prior to this time the persistence of the im- 
munity is not so great. The best time then for 
the use of T. A. is from nine to twelve months 
of age. Further, at this age the reaction to the 
injection is but very slight. So far as the author 
is aware there have never been any of the severer 
reactions at this period of child life. 

The need for the Schick test is not great, as 
it is shown that seventy-five to eighty per cent. 
of all children of these ages are positive. This 
would hold especially true where the physician 
was caring for his own patients, as then he would 
have greater knowledge of any slight attack of 
diphtheria or exposure to the infection being 
overlooked. 

The giving of T. A. has never become so gen- 
eral as the conditions seem to merit. In the 
city of Chicago there are approximately six hun- 
dred deaths per year. These could be practi- 
cally obviated if every child were to be given 
T’. A. between the ninth and twelfth month. The 
giving of the Schick test and the T. A. is now 
rather a simple procedure, as materials for both 
procedures are put out in convenient sized pack- 
ages. 

Expressed by comparison, how much easier 
and more pleasant would it be to give a healthy 
child three hypodermic injections than to care 
for a sick infected child giving the same routine. 
Perhaps if we were to remember when these 
laryngeal diphtherias are seen how the condition 
could have been prevented by the foresight of 
this form of prophylaxis it would stir our minds 
tc a more active campaign for the prevention of 
this disease. 

The isolation of the cause of scarlet fever gives 
great hope that there will be developed a suc- 
cessful method of attack upon this disease which 
will parallel the handling of diphtheria. At 
present the position of the author is that of 
watchful waiting. 

On the other hand, the efficacy of typhoid vac- 
cine is beyond question. While the period of 











non 
tion 
A 
of 1 
dout 
that 
fense 
Ac 
close 
vacci 
This 
tions 
cines 
encou 
If 
diseas 
hody « 
tion ; 
fluids 
protec 
fluids. 
In « 
there i 
are eX] 
infecte 
the diff 
who ar 
spinal - 
ceptible 
disorde: 
of adva 
will be 
Letter n 


Dr. 7. 
Dr. Kraf 
in, and t 
certain ag 





tion 
| of 
inds 
n of 


rives 
suc- 
hich 

At 
t of 


January, 1928 


immunization with typhoid vaccine is quite defi- 
nitely limited, yet the use of it should be encour- 
aged where for any reason there arose a question 
of anticipated exposure to the infection. 

There are other vaccines that are positive in 
their action, in their effect both upon diseases 
effecting mankind and the lower animals. 

The advantages which accrue from the use of 
vaccines where their value is established cannot 
be estimated; however, it is well to remember 
that infection should be looked upon as an invad- 
ing army assaulting a defending army. So far 
as it is possible to measure susceptibility and 
non-susceptibility for the general run of infec- 
tion bodily vigor is probably the best guide. 

As the door to further knowledge along lines 
of nutrition is opened more widely there un- 
doubtly will be added to our knowledge much 
that will teach how to protect and build up de- 
fense against the invasion of pathogenic bacteria. 

Advance in nutritional problems lies quite as 
close to the prevention of morbidity as does the 
vaccines and serums for specific micro-organisms. 
This is probably very true of the milder infec- 
tions and it is questionable whether specific vac- 
cines against the milder exanthems should be 
encouraged. 

If the ability of micro-organisms to produce 
disease depends upon their ability to enter the 
body of the host and there finding suitable nutri- 
tion and multiplying in the tissues and body 
fluids the protection of the individual lies in the 
protective quality of those body tissues and 
fluids. 

In considering the various infectious diseases 
there is wide difference between the number who 
are exposed to the infection and those who are 
infected. This varies in epidemics as well as in 
the different diseases. The number of individuals 
who are susceptible to poliomyelitis or to cerebro- 
spinal fever is relatively small, while those sus- 
ceptible to measles and the common catarrhal 
disorders are extremely large. Here lie avenues 
of advance in knowledge which it may be hoped 
will be at least partially solved by the newer and 
Letter nutritional methods. 

DISCUSSION 

Dr. J. J. McShane, Springfield: There is one point 

Dr. Krafft brought out that I am very much interested 


in, and that is giving toxin-antitoxin to children in 
certain age groups. For Dr. Krafft’s information—he 
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may know that better than I—some years ago where 
there were so many reactions, the toxin-antitoxin was 
then put up in 3 M.L.D. doses. At present the dosage 
has been reduced to 0.1 M.L.D. doses. For a time there 
were a number of severe reactions in the higher age 
groups which are avoided at the present time because 
of smaller dosage. And for the information of those 
present, the State Department of Public Health is dis- 
tributing toxin-antitoxin through the different agen- 
cies in Chicago and throughout the State for the use 
of physicians, and also Schick test material to test 
children of certain age groups as to their immunity 
status. 

Dr. Arlington Ailes, La Salle: I just want to say, 
on the use of toxin-antitoxin, that we immunized 3,000 
school children in Ohio in 1924, and we immunized 
children from all ages, from mothers who brought 
their babies to the school in arms to high school girls 
and boys, and of that series we didn’t have but two 
children who were more than slightly affected by the 
toxin-antitoxin. These two children had a reaction in 
the arms and were out of school two days with slight 
fever and considerably swollen arms. We are having 
some considerable reaction with the scarlet fever 
prophylaxis in the way of serum reactions, etc. It 
almost makes you slightly afraid, as a public health 
officer to recommend, very strongly, scarlet fever anti- 
toxin as a prophylactic measure. 

Dr. J. F. Hultgen, Chicago: What Dr. Krafft said 
about tissue susceptibility following toxin-antitoxin 
and also that of scarlet fever is very true. It is only 
too true. There is no question but what measles 
naturally does produce a sort of generalized tissue 
susceptibility to a great many diseases, the worst of 
which we find to be tuberculosis. It is this peculiar 
anaphylaxis which has been written about lately in 
the literature of the Journal A. M. A., I believe. 

Last fall I went into the T.-A. vaccination in my 
own practice. I immunized a large number of people 
and in two cases I got a very peculiar recurrence of 
urticaria which lasted about six weeks. I had some 
trouble explaining things to those people. There is 
no doubt in my mind but what there is such a thing 
as tissues susceptibility. 

The health officers should not fail to emphasize the 
possibility and significance of these complications. 

Dr. J. C. Krafft, Chicago: Here is the same old 
story: When you talk about the treatment of disease 
the hall is filled; but when you talk about prevention 
many walk out. To miss a paper of such importance 
as this is to miss the very thing we need. It is a sub- 
ject about which the laity knows almost as much as 
many of us do, and a whole lot more than’ some 
of us do. 

Measles, probably the most dangerous disease in 
childhood. 10-11,000 children die from measles every 
year. Why? Because it destroys all the antibodies 
stored up since birth, it leaves an open field for tuber- 
culosis. The real mortality rate can be computed only 
after several years following an attack. I am much 
interested in the experiments Dr. Blatt is carrying on 
at the County Hospital, but so far goat serum, or any 
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other serum, has not given good results, except serum 
from convalescents. 

Toxin-antitoxin has passed the experimental stage. 
But I do not use it in children over 10 years of age. 
The same precautions are necessary as are used when 
giving diphtheria antitoxin. 

Scarlet fever serum promises much. The dosage and 
the method of preparation is still experimental. Im- 
munity is transient. I have seen scarlet fever develop 
six weeks after the use of serum. I can record one 
fatality from its use. 

I am a strong advocate of immunogen in pertussis. 
Give it in big doses, repeat every 24 hours, and use 
it early, and your results will be good. 

If Dr. Van Derslice’s paper serves the one purpose 
of stimulating the study of immunity, he has done well. 
It is the most important subject brought before this 
session. 

Dr. Krafft: It is not the size of the dose of toxin- 
antitoxin. Schick gives one large dose instead of 
three. 

The doctor from La Salle certainly has a better 
record with his 3,000 cases of immunization than we 
have. 

When you give toxin-antitoxin use ether instead of 
iodine, the needle enters easier and there is less irrita- 
tion. 





CLINICAL EXPERIENCE WITH 
MECKEL’S DIVERTICULUM* 
H, N. Rarrerty, M. D. 
ROBINSON, ILLINOIS 


Lavata, in 1671, was probably the first to call 
attention to this intra-abdominal anomaly. 
Richa, a surgeon of Turin, in 1721, noted at 
necropsy the presence of the diverticulum in 
certain patients who had complained of colic 
during life. Duvignand made somewhat similar 
observations in 1786, while Rayer, in 1824, recog- 
nized at necropsy an inflamed and gangrenous 
diverticulum of the ileum, in an individual who 
during life had suffered from gastro-intestinal 
colic, and Denuce, in 1851, observed a perfora- 
tion of a similar appendage produced by a cherry 
pit. 

It remained however for Johann Friedrich 
Meckel, one of the greatest comparative anato- 
mists of all times, to properly describe the di- 
verticulum which bears his name as the omphalo- 
mesenteric, or vitelline duct, representing the 
communication between the yolk-sac and the 
primitive digestive tube of early fetal life. 

The best discussion of the development of 


*Read before the Section on Surgery, Illinois State Medical 
Society, Moline, June 2, 1927. 
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Meckel’s diverticulum which I have read is from 
Richter’, as follows: 

With the closing in of the abdominal plates, the con- 
nection between the vitelline sac and the cavity of the 
primitive intestine becomes reduced to a tabular struc- 
ture, the vitelline duct, continuous at one end with the 
convexity of the U-shaped primitive gut, and at the 
other end with the vitelline sac. The structure of the 
wall of the duct is, of course, identical with that of the 
wall of the primitive intestine. During the further evo- 
lutionary changes, the duct, in the second month, be- 


comes reduced to a mere thread, with finally a com- 
plete solution of continuity between vitelline sac and 


gut. No trace of duct is present in the bowel wall of 
a fetus of four to six months, or in the cord by the 


end of the sixth month. Cell groups found in the cord 
at term, and believed by Ahlfeld to be vitelline remains, 


are considered allantoic remains by Minot. Accom- 
panying the duct are its vessels, the arteries arising in 
the primitive aorta and passing along the duct to the 
vesicle, the veins returning to empty into the mesen- 
teric vein. Retrogressive changes in the duct and ves- 
sels should be synchronous. The primitive gut is first 
an intra-abdominal organ, but traction by the vitelline 
duct results in a hernia of the gut into the base of the 
cord. This hernia begins at the end of the first month 
of fetal life and reaches its maximum toward the end 
of the second month, when, with the giving away of 
the duct, gradual reduction of the hernia and complete 
closing in of the ventral plates take place. Deviations 
from the normal in the evolution of the vitelline duct 
result in malformations that may be grouped into two 
quite different types: 1. That represented by con- 
genital diverticula and their remains, such as cords, 
bands, etc., and, 2, that represented by congenital hernia 
into the cord. 

This fetal remnant which we wish to discuss 
consists of a pouch which projects from the lower 
part of the ileum, having a lumen approximate 
to that of the latter. Its blind extremity may 
be free or connected to the abdominal wall or 
to some other portion of the intestine. It varies 
in length from one to eight inches, usually arises 
from the free border of ileum, but may be given 
off from its mesenteric side, and may have a 
mesentery of its own, although my own cases have 
not shown this. 

In rare instances in which the diverticulum 
remains patulous throughout its length, it con- 
stitutes an umbilical fecal fistulae. In this con- 
nection, it is interesting to note that the first 
mention in the literature of the existence of 
patent diverticula, associated with fistulae, was 
not through the primary report of cases posses- 
sing demonstrable ducts leading to the intestine, 
but was rather incidental to the extraordinary 
observation of seeing living round-worms escape 
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from the open navel. 
since been reported. 

As to frequency of occurrence, Meckel’s di- 
verticulum is demonstrated in from 1 to 2 
per cent. of all necropsies. Balfour reports 15 
cases of Meckel’s diverticulum out of 10,600 


laparotomies performed at the Mayo Clinic dur- 
ing a period of three years, in only five of which 


Many similar cases have 


was there any involvment of the organ in the 
condition making operation necessary. In 130 
cases collected by Keen, 100 were in males and 
only 30 occurred in females. Statistics com- 
piled by Telling show that in 13,068 necropsies, 
a Meckel’s diverticulum was found 39 times, an 
incidence rate of .3 per cent. 

H. L. Foss?, in his introduction to an article 
on “Meckel’s Diverticulum and Intestinal Ob- 
struction,” says “There are surgeons of wide 
experience who have never seen that curious 
embryologic remnant above referred to, Cer- 
tainly many have never had occasion to remove 
it, so infrequently is it present and so rarely 
involved in disease.” And just to bear our Foss’ 
contention, it might be mentioned that Finney, 
made the statement several years ago that there 
had not been a single instance of intestinal ob- 
struction from Meckel’s diverticulum at the 
Johns Hopkins Hospital over a long period of 
years. 

Notwithstanding this experience at Johns 
Hopkins, reports from other large clinics and 
individuals of large or small experience, indi- 
cate that we may expect to find this remnant 
the seat of inflammation or the cause of in- 
testinal obstruction at least once or twice in 
every thousand or fifteen hundred patients suf- 
fering with abdominal symptoms, and on whom 
we are called to operate. 

As far back as 22 years ago, Porter compiled 
a series of cases in which a diverticulum was 
the cause of severe abdominal symptoms, classi- 
fied as follows:—obstruction in herniae, 21; ob- 
struction by bands, 101; volvulus, 8; intussus- 
ception, 20; diverticulitis, 17; perforation in 
typhoid, 5; tuberculous ulceration, 2; prolapse 
of bowel, 2; and pelvic tumor, 1. The advice of 
this keen observer, given at that time, that every 
Meckel’s diverticulum found during the course 
of an operation should be removed, provided the 
patient’s condition admits of the additional ma- 
nipulation, still holds good. Its possibilities for 
danger should be realized by all surgeons, and 
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it should be constantly borne in mind as one 
of the possible etiologic factors in all acute 
abdomens, either inflammatory or mechanical in 
type. It is probably the most frequent congenital 
cause of intestinal obstruction. This may occur 
from the diverticulum being attached either to 
the umbilicus or to some other portion of the 
parietal peritoneum, mesentery or intestine, re- 
sulting in constriction by band, or kinking from 
traction. 

In 1888, that pioneer on the subject of Acute 
Intestinal Obstruction, Reginald Fitz, in a classi- 
cal paper read at Washington before the Congress 
of American Physicians and Surgeons, gave a 
critical analysis of 295 cases compiled from the 
literature, the most complete review of the sub- 
ject up to that time. Of the 101 cases of strangu- 
lation, 21 were due to vitelline duct remains. 
Operation had been done in 67 per cent. of these 
101 cases, with 41 deaths, a mortality of 61 per 
cent. 

Mumford has stated that Meckel’s diverticu- 
lum is responsible for 6 per cent. of all cases of 
intestinal obstruction, and that inflammation has 
been present in 13 per cent. of all reported cases. 

Coley and Fortuine*® describe the history of a 
case under their own observation, and review the 
histories of 26 others, showing an operative mor- 
tality of 42 per cent. Wellington* compiled 326 
cases which had been reported up to 1913, and 
found that in one-third the diverticulum was at- 
tached to the umbilicus either by an open fistula 
or by fibrous bands. In this series the conditions 
met, in the order of their frequency, were: In- 
testinal obstruction, intussusception, acute diver- 


ticulitis, hernial sacs opening at the umbilicus, 
volvulus, typhoid perforations and perforations 


from foreign bodies. Among the great variety 
of foreign bodies found in the lumen of a 
Meckel’s diverticulum may be mentioned a Mur- 
phy button. Borden® reports a fatal case of 
intestinal obstruction, with gangrene of a loop 
of intestine, due to the fact that a Meckel’s di- 
verticulum had tied itself into a complete knot 
about the base of the loop, about two feet in 
length. 

Hagler and Stewart® report a case in a man of 
39, in which a fishbone had perforated a Meckel’s 
diverticulum, resulting in the general peritonitis 
which caused death. 

Hertzler and Gibson,’ in addition to reporting 
a personal case of invagination of a Meckel’s 
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diverticulum associated with intussusception, 
made a careful study of recorded cases, giving 
brief histories of 41, with the patients’ ages vary- 
ing from 7 months to 39 years, the average being 
13 years, with 49 per cent. under 10 years cf age. 
In 38 cases in which the sex was stated, 31 were 
males and 7 females. In 13 of the 41 cases, there 
was a history of previous attacks, a single attack 
being mentioned in 9, and repeated attacks in 4. 
Vomiting was recorded in 24 cases. Of those on 
whom resection was done, 13 died and 9 recov- 
ered, a mortality of nearly 60 per cent. Perhaps 
in all occlusions about the cecum the Meckel’s 
diverticulum is implicated in 5 to 7 per cent. 
One of the most unusual cases of this kind was 
reported by Golding-Bird, a four weeks old in- 
fant presenting from the umbilicus a prolapse of 
reddened mucous membrane from which feces 
were discharged. The prolapse increasing, the 
child died, and autopsy confirmed the diagnosis 
of intussusception of the ileum, occurring 
through an open Meckel’s diverticulum. Others 
have described cases in which the diverticulum 
was itself the subject of intussusception. Such 
a diverticulum may be found as one of the con- 


tents of inguinal or femoral hernia—the so-called 


Littre’s hernia. 

Harbin® has reported 13 cases of Meckel’s di- 
verticulum in a series of 2,624 abdominal opera- 
tions, in which no special effort was made to 
search for the condition, and 7 in a series of 507 
consecutive laparotomies in which routine search 
was made. Five of these were noted as causing 
symptoms among 314 patients with acute ab- 
dominal conditions, while 2 in 193 elective opera- 
tions showed no evidence of having caused 
symptoms. The pre-operative diagnosis of di- 
verticulitis was made but once, in this series of 
13 cases, and this was sub-acute in type. The 
diverticula in his cases averaged about 14 to 16 
inches above the ileocecal valve; 4 were given off 
peripherally, 9 more or less laterally. Eleven 
were resected and two were infolded. There were 
2 deaths, a mortality of 15 per cent. The 
youngest patient was 3, the oldest 36, and in 7 
per cent. of the cases the diverticulum seemed to 
be causing symptoms. 

Benign or malignant growths may develop in 
the wall of a diverticulum. Raesfeld, Cullen, 
Cowardine, Rimbach, Roth, Tideman, Colmers 
and others have reported cystic tumors con- 
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nected with the remains of the vitelline duct. 
Symmers® has reported an instance of malignant 
myoma of a Meckel’s diverticulum, and refers to 
Fried’s report of a fibrosarcoma and to Kauf- 
mann’s case of spindle-cell sarcoma Crile and 
Portmann”® report another case of primary spin- 
dle-cell sarcoma of the diverticulum, this being 
the fourth authentic case in the literature up to 
that time, and the eighth instance of any type of 
malinancy of this organ to be reported. 

Barron," of Minneapolis, reports a child with 
a tumor-mass at the umbilicus, which microscopi- 
cal study showed to be analogous to the mucosa 
of the intestine, and which he inferred to be an 
outgrowth of the remnant of the vitelline duct. 
Cullen!* quotes a large series of umbilical poly- 
poid outgrowths of this nature, from the current 
literature. Hektoen’* has proposed the name of 
“Polypoid Vitelline-Duct Remains” for these 
growths, which have been variously designated as 
adenomata, by Kuestner;'* enteratomata, by 
Kolaczek ;1° adenoid diverticular tumors, by Lan- 
nelongue and Fremont;'* and warty or nipple- 
like tumors, by Holmes.*’ 

During 1924 and ’25 there were two articles in 
the French literature in which several cases of 
intestinal hemorrhage in infants and young chil- 
dren from ulceration of the mucosa of Meckel’s 
diverticula were reported. Just a little later, at 
the 1926 meeting of the A. M. A., this question 
was discussed rather freely, five cases not pre- 
viously in the literature being cited Intestinal 
hemorrhage as a symptom of this condition was 
entirely new to me at that time, as I had not 
previously seen any mention of it, and in my 
five cases, demonstrated at operation, three being 
in children, hemorrhage had not been a symp- 
tom. 

Abt and Strauss,’* in reporting three such 
cases, review the fact that intestinal strangula- 
tion, cystic tumor due to obliteration of the duct 
at both ends, concretions, stenosis of the ileum by 
traction of the diverticulum, invagination of the 
duct into the parent-bowel, hemorrhage and vol- 
vulus of the ileum or the duct itself, are among 
the complications which may present themselves. 

Later papers by Griffith, Stulz and Worin- 
ger,2° Jackson, Callene, Meyer,” Schaetz?? and 
others have served to stimulate interest in this 
question of hemorrhage from a Meckel’s diver- 
ticulum, chiefly from the etiologic and diagnos- 
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tic standpoints. In attempting to satisfy his 
curiosity as to the why of this hemorrhage, 
Schaetz** demonstrated gastric epithelium at 
the tip of five out of thirty diverticula which 
were studied both as to pathology and histology. 
This finding brings back to our mind the fact 
that Denuice, in 1908, and others since that 
time, have demonstrated small patches of pan- 
creatic tissue growing from the tip of Meckel’s 
diverticula. Schaetz’s conclusions were that these 
islets of gastric cells may be the site of ulcera- 
tion, similar to peptic ulcer, leading to hemor- 
rhage and perforation. It is easy to see how 
confusing this hemorrhage might be, since in 
an infant our first thought when confronted 
with intestinal bleeding is apt to be intussuscep- 
tion. Ordinarily, the sharp initial pain of a 
colicy nature, with vomiting, shock and pallor, 
and the presence of a sausage-shaped tumor, 
would serve to differentiate the intussusception ; 
hut nevertheless the opportunity for a mistaken 
diagnosis would surely be present. 

The differential diagnosis between intestinal 
obstruction from a Meckel’s diverticulum and 
that from other causes is usually impossible; in- 
deed, the infrequent finding of a diverticulum is 
apt to make it just about the last thing thought 
of in weighing the diagnostic evidence. The 
clinical picture is not unlike that of intestinal 
obstruction of many other types. Two things 
which, if present, may be considered of special 
significance, however, are the presence of a mass 
at, or near, the umbilicus, and the history of a 
fecal fistula from this region. 

Again, in acute diverticulitis, the symptom- 
complex is apt to be indistinguishable from that 
of acute appendicitis. In our own case, the 
point which might have attracted our diagnostic 
attention, but in reality did not, was the loca- 
tion of the tender mass somewhat nearer the 
umbilicus than is the usual appendiceal abscess. 

Gabele** collected four cases of simultaneous 
acute diverticulitis and acute appendicitis, while 
Pearce®® has added the report of a case of acute 
appendicitis with acute perforation of a diver- 
ticulum. ' 

After having gone thus far in our study of 
this very interesting subject, it is obvious that 
the various pathological conditions associated 
with Meckel’s diverticulum, such as inflamma- 
tion, ulceration, perforation, intussusception, 
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volvulus incarceration, and the presence of for- 
cign-bodies and neoplasms, are of considerable 
importance to the clinician. Usually they are 
not recognized except at operation or autopsy. 
Therefore the primary lesson to be derived from 
this study is that in the presence of any ob- 
secure abdominal condition, such as one simulat- 
ing an atypical appendicitis, or in cases of in- 
testinal obstruction, one should bear in mind the 
possibility that a Meckel’s diverticulum may be 
involved. 

When during such an operation it is found 
that symptoms referable to the lower right quad- 
rant have not been due to any pathology in the 
appendix or cecum, then the standard technic 
should involve inspection of the terminal three 
feet of the ileum for a pathologic Meckel’s di- 
verticulum. 

I have seen five instances of Meckel’s diver- 
ticulum, demonstrated at operation, two in 
adults and three in children. Four of them 
were the cause of the pathology for which the 
abdomen had to be opened, while the fifth was 
entirely innocent as to the emergency. Two of 
these occurred in the period between 1900 and 
1916, while in the ten year period from 1916 
to 1926, with accurate records of 474 consecu- 
tive laparotomies at the Robinson Hospital, we 
have had one case of intestinal obstruction due 
to this cause, one case of acute diverticulitis, 
with perforation, and one in which a diverticu- 
lum was found during an operation for acute 
appendicitis, in which it was not at all con- 
cerned in the pathology. 

CASE REPORTS 

No. 1. G. K., 18 years of age, was seen in April, 
1902, in consultation with the late Dr. I. L. Firebaugh. 
This lad had been well until five days before, when, 
on returning from work in the evening, he had been 
seized with moderate cramp-like pains in the epigas- 
trium, with first nausea and then vomiting during the 
night. After his stomach was empty he had been some- 
what relieved of his pain and slept during the latter 
part of the night. He took a cathartic the following 
morning, with no result during the day, and his pain 
became enough worse that evening to cause the family 
to call their physician. Valuable time was lost during 
the next few days in the administration of various 
cathartics, high and low enemata, etc., as consent to 
operation was not so readily gained in those days as at 
the present time. At the time I saw him, five days had 
elapsed, and his condition seemed rather hopeless. On 
opening the abdomen, a Meckel’s diverticulum was 
found extending from a point on the ileum about 
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twenty inches above the ileo-cecal valve to the um- 
bilicus, with a loop of ileum incarcerated in such a 
manner as to cause a complete obstruction, and yet not 
entirely occlude the circulation in the bowel wall. The 
diverticulum was removed, abdomen closed, and the 
boy died in fourteen hours. Had we been better in- 
formed at that time, I think it is barely possible his 
life might have been saved by an enterostomy, as he 
evidently died from toxemia. 

No. 2. E. C., 7 years of age, was seen with Dr. 
J. W. Carlisle, May, 1916. Suffice it to say this boy 
had a recurring syndrome of partial intestinal occlu- 
sion, with the picture so uncertain that operation was 
not advised until after he had several attacks, con- 
sisting of pain, vomiting and visible peristalsis, with 
obstipation. When his abdomen was finally opened, the 
findings were much like those in case one, except that 
the diverticulum was attached to the parietal peri- 
toneum posteriorly and to the left, producing a sub- 
acute recurring obstruction from incarceration of a loop 
of the upper ileum. The diverticulum was removed 
and the patient made a nice recovery. 

No. 3. R.N., referred by Drs. Kirk and Henry of 
Oblong, Ill., was admitted to the hospital Dec. 29, 1918. 
This was a boy 14 years of age, practically moribund 
on admission. Hurried laparotomy showed a diver- 
ticulum given off only ten inches above the ileo-cecal 
valve, its distal end being attached to the small intes- 
tine higher up, with about 18 inches of bowel incar- 
cerated. This was liberated, an enterostomy made, 
and the boy hurried back to bed, but he died in four 
hours, in spite of saline solution under the skin, and 
the other usual procedures. 

No. 4. P. C., boy nine years, referred by Dr. C. O. 
Highsmith, West Union, Ill, was admitted to the hos- 
pital, Sept. 2, 1921, with the diagnosis of acute appen- 
dicitis, with abscess and spreading peritonitis, The 
history obtained from Dr. Highsmith was that there 
had been no previous illness of similar or any other 
nature. The onset of this attack was characterized by 
generalized abdominal pain, nausea and vomiting, and 
diarrhea, with as many as 10 or 12 stools in 24 hours. 
His temperature ranged from 101 to 102; there was 
rigidity of the right rectus and recurring pains which 
located first in the right hypochondriac and later in 
right iliac region. About the third day of his illness, 
Dr. Highsmith had first noticed a mass the size of a 
lemon, just below the right costal margin. This grad- 
ually increased to the size of a grapefruit and settled 
lower in the abdomen, being finally located on the day 
of his admission to the hospital in the space between 

McBurney’s point and the median line. This mass had 
seemed freely movable and very tender at all times. 
At the time of his being taken to the operating room, 
his temperature was 103, pulse 136, and general condi- 
tion not promising. The abdomen was opened through 
a right rectus incision and the mass proved to be a 
spherical-shaped Meckel’s diverticulum, given off four- 
teen inches up on the ileum, acutely inflamed and per- 
fcrated. Resection of the diverticulum was done, 
drainage inserted and the abdomen closed. The boy 
died in twenty hours. 
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No. 5. Dr. C. E. H., a practicing physician, aged 41 
years, was admitted to the hospital, Sept. 29, 1920, 
being referred by Dr. L. B. Highsmith of Flat Rock, 
Ill., on the sixth day of his first attack of acute appen- 
dicitis. Operation disclosed a ruptured appendix, with 
a large abscess and a spreading peritonitis. The 
appendix being buried in the abscess wall, it was not 
disturbed, as is our custom. During the insertion of 
the tube for drainage, the terminal ileum escaped from 
the gauze pack and disclosed a Meckel’s diverticulum, 
which, however, was not concerned in the pathology. 
The patient had a very stormy convalescence, with 
hiccough for 13 days, and partial wound separation re- 
quiring secondary suturing, but was discharged from 
the hospital after 33 days. He was advised to report 
at once regarding any abdominal symptoms, as he 
might have further trouble with the remains of his 
appendix. He remained well until the following Janu- 
ary, when he developed symptoms of a renewal of his 
appendicitis. He was re-admitted to the hospital Jan. 
16, 1921, his abdomen opened at once, the appendix 
removed in the usual manner, and the Meckel’s diver- 
ticulum sought. This was found to be five inches in 
length and shaped very much like the thumb of an 
extremely large rubber glove. It was given off from 
the free border of the ileum, fourteen inches above the 
latter’s junction with the large bowel, free at its distal 
end, and had no mesentery. It showed no evidence of 
having been inflamed, but was resected as a matter of 
precaution. Recovery was uneventful, and he has since 
remained well. 

Briefly reviewing our personal experience with 
Meckel’s diverticulum, we have encountered the 
interesting anomaly five times in a practice of 
27 years, with an operative mortality of 60 per 
cent. Four ©! these were directly concerned in 
the pathology for which the abdomen was opened, 
while the fifth had no connection whatever 
with it. 

Two of these were seen during the days when 
we were doing a rough and tumble general prac- 
tice, with an occasional surgical case encoun- 
tered and operated on in the patient’s home. 
Three have been seen during the past ten years 
of a practice largely surgical, with the added 
advantages of modern hospital care. 

The final lesson to be learned from this mea- 
gre experience, as I see it, is just a repetition of 
that to be emphasized by all abdominal emer- 
gencies: i. e., that it is not necessary to make 
an exact anatomical diagnosis, once it is evident 
we are dealing with a surgical abdomen; that 


recovery depends largely on recognition of this | 


fact; that D-E-L-A-Y spells mortality. 
DISCUSSION 
Dr. Ralph B. Bettman, Chicago: I just want to add 
one very curious anomaly to those Dr. Rafferty has 
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already reported, and that is a fecal impaction in 
Meckel’s diverticulum which I reported four or five 
years ago. 

Dr. Rafferty, in response: I haven’t anything to add. 
My paper was about five minutes in excess of the time 
allotted, and the case reports I skipped. They were 
rather interesting from the standpoint of delay. Three 
of these cases occurred in older times when it was 
difficult to get consent to operations in abdominal 
emergencies. They were all delayed like many of the 
cases of acute intestinal obstruction that come to us 
even today. There is no reason why these emergencies 
should not give 100 per cent. recoveries if we get at 
them early, as with most other abdominal emergencies 

You have practically two classes of common condi- 
tions due to Meckel’s diverticulum. First, acute in- 
testinal obstruction, and the recoveries should be 100 
per cent, if you get at them early, and there is not 
any reason why they should not be recognized early. 
You have the classical symptoms of intestinal obstruc- 
tion, and there is no reason for delay. The second 
main type of pathology due to Meckel’s diverticulum is 
acute diverticulitis and I am convinced that that is 
fairly common. I have seen just the one case in 27 
years, however. But it will always be confused with 
acute appendicitis, because the symptoms are practi- 
cally the same. The only thing in the way of a differ- 
ential diagnosis would be the greater mobility of the 
tumor mass perhaps, as in my case, and the fact that 
it ordinarily should be located more in the median line, 
than is the appendiceal abscess. 

This case, No. 5, which I reported, was in one of 
our doctors, a man 41 years old at the time of opera- 
tion. He had an appendiceal abscess in a neglected 
condition, as we see in many doctors and in their 
families, for some reason. He came in on the 6th day 
with acute appendicitis with abscess and spreading 
peritonitis. We couldn’t do anything but drain him. 
During the removal of the gauze pack, the terminal 
portion of the ileum escaped into the wound and this 
Meckel’s diverticulum was seen. It was not thought 
proper to remove it at this time, but he was advised 
to return in case he had any evidence of a return of 
his appendicitis. He came in four months later, his 
appendix was removed at this time safely, and the ileum 
was brought up and the diverticulum found. It was 
about five inches long, shaped exactly like an ex- 
tremely large thumb of a rubber glove. It was re- 
sected and he made a perfect recovery and has been 
symptom free. 

I am sure it is right to bear this in mind, but, of 
course, at this time we all open abdomens, looking for 
acute appendicitis and other conditions in the region 
of the cecum and we find a normal appendix and a 
normal-looking cecum, and it is so easy to neglect 
searching this terminal ileum, when many times that 
will explain these otherwise unexplainable cases. 
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A FOREIGN BODY IN THE PERITONEAL 
CAVITY* 


G. L. Armstrrone, M. D. 
TAYLORVILLE, ILL. 


This is a brief case report. Its purpose is to 
bring out a discussion of the features which 
seemed to me to justify its submission, as well as 
the report of what seemed to be a unique case of 
a foreign body in the peritoneal cavity. The 
outstanding points are the presence for so long 
a time of a foreign body in the peritoneal cavity, 
with little or no discomfort or symptoms. I have 
found nothing quite like it in a review of the 
literature. There are many cases of sponges, 
or gauze, a good many of instruments; some of 
other rigid objects, some of which were forced 
through the uterine wall, all of which caused 
serious symptoms, either immediately or within 
a few weeks or months. Other points for discus- 
sion are the neurasthenic or psychasthenic type 
of patient and the treatment of such a patient 
with such a condition. 

The patient, a housewife, 53 years of age, 
whose general health had always been good, 
whom I had known for years and had treated for 
minor ailments, called me in August because of 
a mild diarrhea which cleared up in a few days. 
She continued to complain of many symptoms; 
talked mostly of her stomach—talked much and 


*Read before Section on Surgery, Illinois State Medical 
Society, at Moline, May 31, 1927. 
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listened little; a typical neurasthenic, I will say, 
without enumerating her array of complaints and 
her changes from one group to another. 

Complete examination revealed but little ab- 
normal except constipation, a mild colitis, in- 
fected tonsils with no local disturbance and 
which caused her no trouble or worry. Blood 
pressure 160-110, and a trace of albumin in the 
urine. She worried and talked a great deal about 
this and her stomach and bowels. She was 
especially worried about cancer of the stomach. 

Roentgen ray examination of the gastro- 
intestinal tract showed nothing except increased 
motility and ptosis. Incidentally the Roentgeno- 
grams showed a shadow in the lower abdomen or 
pelvis outside the bowel which seemed to be that 
of a soft rubber catheter. 

The patient at this time, without knowing of 
this finding, complained of pain or discomfort 
in her right ovary, and wished she had had that 
region carefully “x-rayed.” She said she had 
had some discomfort in her right ovary at times 
for years; that a physician making a bimanual 
examination years ago had felt something 
peculiar in the pelvis. 

I then made the Roentgen ray films shown 
here, including a cystogram which showed the 
shadow to be outside the bladder. I tried to 
obtain in the history some clue to the presence 
of the catheter from her and from her husband, 
but without results until she was told of its pres- 
ence to satisfy her curiosity about what we were 
searching for. 

The patient then told me that a physician in- 
serted a catheter into the uterus to produce an 
abortion a few days after she missed one menses, 
25 years or more before. To my knowledge it 
had been more than 25 years since this physician 
left the community. This is all I could obtain 
in her history to account for the presence of the 
catheter. She stated that she went about her 
duties as usual, and saw nothing of the catheter 
again. The physician examined her and they 
searched her clothing, privy, ete., without finding 
it. She says she was not ill and had no incon- 
venience to speak of. The incident was for- 
gotten and only recalled when told of the find- 


ings at this time. 

She still seemer unconcerned about the pres- 
ence of the catheter, but complained much of the 
stomach and bowels. Everything she took into 
her stomach caused distress and her bowels would 
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not move without enemata, she claimed, and she 
insisted upon taking them without giving the 
bowel a chance to act normally. She also talked 
of and later suggested having an operation, in- 
sisting that she had trouble with one ovary. This 
I advised against, as did others who had seen the 
films and heard the history. She talked of going 
to various places where I felt that it was very 
likely she would have her desire for an operation 
granted, which I explained to her husband. I 
advised that she go away from home, family, and 
advising friends, where she would receive compe- 
tent advice and care, in the hope of restoring 
normal mental attitude. 

The physician to whom she was sent agreed 
as to the inadvisability of operation. A surgeon 
saw her and the films some days later and in her 
presence advised the removal of the catheter. She 
then insisted on its removal. Her husband 
finally agreed to it, against my advice and that 
of the physician to whom I sent her. The 
catheter was removed without difficulty and with 
very little damage to the parts with which it was 
in contact, the fundus of the bladder and the 
ileum. The post operative course was uneventful 
and recovery good, with a degree of relief from 
her worries, but it took several weeks to get her 
out of the hospital. 

Was this the catheter that was placed in her 
uterus and vagina more than 25 years before? 

How did it obtain entrance to the peritoneal 
cavity, was it through the wall of the uterus or 
was it through a tube? 

Did it cause in any event no more disturbance 
than related? Was it the cause of her neuroses? 

In any patient with such a history and find- 
ings, was its removal imperative? Was it ad- 
visable ? 

In this patient, a pronounced psychasthenic, 
was it advisable to submit her to such an opera- 
tion unless the operation be imperative? I think 
not. My observations of the effects of operations 
upon such patients has convinced me of this. 
The reports of many conscientious and thoughtful 
physicians and surgeons are likewise convincing. 
I think such a view much more prevalent now 
than ever before. 

I heard an address some months ago by Hugh 
Cabot on the importance of careful study of per- 
sonality in deciding for operation, particularly 
in women, which is quite apropos. 

Let me quote: 
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Too often the resistance on the part of the physician 
to such a suggestion is lessened by the view that at 
worst a skilfully performed operation will do no harm. 
This is, I think, a fatal mistake. Too little have we 
realized that abdominal operations are not harmless 
amusements, and, particularly in the group of people 
with whom we are now concerned, may put in train 
forces which can, only with the greatest difficulty, be 
kept from leading to a life of invalidism. In these 
narrowly balanced, highly suggestible folk, failure of 
an operation to find and eradicate the cause of symp- 
toms not only fails to benefit the patient, but makes 
the future treatment impressively more difficult. 

It is the patient with abdominal pain which leaves 
lingering doubt in our mind as to the relation between 
an apparent lesion and the symptoms that should be 
most carefully scrutinized. I submit that no such 
patient should be advised to have an abdominal opera- 
tion until after a satisfactory examination by a capable 
neuro-psychiatrist. The doctrine, considerably in vogue, 
that patients with stigmata of hysteria or a definite 
psychopathic personality should be operated upon first 
and then referred to the expert for treatment seems 
to me grossly unsound. It is precisely in these people 
that the traumatic neurosis consequent upon an ill ad- 
vised operation is most common. We hear today far 
less of the traumatic neuroses than we did when these 
cases were the frequent cause of litigation, but the 
condition is none the less common, It is distinctly to 
the discredit of the profession to be charged with 
initiating a traumatic neurosis through the medium of 
an unnecessary, because unhelpful, surgical operation. 
Here certainly we violate the first commandment of 
the practice of medicine, “Thou shalt make thy patient 
no worse.” If we are to effect striking improvement 
in this direction, it must come, I believe, through a 
closer cooperation between the internist, the surgeon 
and the neuro-psychiatrist. : 





FRACTURES ABOUT THE ELBOW JOINT* 


Puitip H. Kreuscuer, M. D. 
CHICAGO 


The elbow is the most important joint of the 
upper extremity. In it we deal with a compli- 
cated mechanism of both hinge and rotary action. 
There are in reality three distinct, though inter- 
communicating joints in which there is contact 
of humerus and ulna, humerus and radius, and 
ulna and radius. This combination makes an 
injury to this joint or a fracture near or into it 
all the more important. The bony landmarks 
most easily recognizable are the epicondyles and 
the olecranon of which the inner epicondyle is 
most easily felt. When the arm is in complete 
extension the epicondyles and the olecranon lie 


*Read before the Section on Surgery, Illinois State Medical 
Society, Moline, June 1, 1927. 
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in the same transverse line. Because of the at- 
tachment of muscles to these various points, dis- 
placement of fragments and consequent distor- 
tions of the bony anatomy occur which are not 
so easily corrected unless the muscle traction is 
relaxed. Often the release of one causes the con- 
traction of another in such a way as to make the 
management of elbow fractures a real problem. 
A thorough knowledge of the bony anatomy and 
of the various muscular attachments is therefore 
necessary if one wishes to understand the 
mechanism of fractures. Without this thorough 
understanding of the mechanism or manner of 
production of fractures, the manner of reduction 
is difficult if not impossible. 

The mechanism of the fracture depends upon 
the direction and type of force applied and its 
manner of application. Direct force applied to 
the tip of the elbow when the arm is completely 
flexed, will almost surely fracture the olecranon, 
while trauma applied to the posterior aspect of 
the joint with the arm more fully extended, may 
produce a Y fracture of the humerus with the 
olecranon body acting as a wedge. Impact 
against the condyles, especially the exposed inner, 
will cause a fracture of that condyle. Force 
transmitted by way of the radius or ulna will 
cause a break in the head or neck of the radius 
or a fracture of the coronoid process of the ulna. 
To this must be added the damaging effect of 
sudden muscular contractions and more espe- 
cially the fractures produced by the violent 
torsion action of the forearm on the upper arm. 
To further add to our difficulty with elbow frac- 
tures, nature has placed the median nerve and 
brachial artery in front, and the ulnar nerve on 
the posterior aspect in such relationship that one 
or several of them may be compressed or injured 
very readily. 

With these elementary principles before us, 
let us review the various types of fractures. 
Those of the humerus are: 

1. Fractures of internal or external epicondyles. 

Fractures of the condyles. 

T fractures. 

Y fractures. 

The transverse supracondylar. 
The diacondylar fracture. 

. Comminuted or combination fracture. 

. Epihyseal separations. 

Those involving the ulna comprise the 
olecranon fractures and the fractures of the 
coronoid process. 
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In the radius we see: 

Fracture of neck, 

Chipping of head (lateral). 
Transverse fracture of head. 

Stellate or multiple fractures of head. 
Comminution of entire head. 


oe wD 


The diagnosis is not difficult when one has 
before him the history of the production of the 
fracture; the early clinical picture of the de- 
formity and distortion of bony prominences, and 
the skiagram. 

Of these I will speak only of the x-ray pic- 
ture, A skiagram improperly taken is worse than 
none. It is difficult to read, misleading, danger- 
ous. Two views are always necessary; an exact 
lateral and a true anteroposterior. In rare cases 
it may be impossible to obtain one or the other 
unless the patient is under anesthesia. In such 
a case a stereo-radiogram is most valuable. 
Radiograms taken through a plaster cast or metal 
or wire splints are not acceptable. In diagnosing 
a fracture I have always before me a two view 
radiogram of a normal joint for comparison with 
the skiagram of the fracture. 

Fractures in children are most difficult to 
diagnose. One has here to make a differentia- 
tion between fracture and epiphyseal separation. 
The skiagram is often illy defined and the degree 
of ossification is so variable at a given age that 
it is almost impossible to make a proper diag- 
nosis. Here again it is most important to have 
before you both views of a child’s normal elbow, 
at various ages and in the various stages of de- 
velopment. 

The treatment of elbow fractures naturally 
divides itself into the nonoperative and the 
operative. The personal equation comes to the 
foreground. Before one can definitely decide 
upon the course to pursue, several factors must 
be taken into consideration, viz: 

1. Is the fracture simple, comminuted or compound ? 

2. The age of the individual, 

3. The patient’s occupation. 

4, The surgeon’s ability to apply mechanical prin- 


ciples. 
5. The operative ability of the attending surgeon. 


The simple fractures offer least difficulty and 
can usually be managed without operation by 
applying common sense principles, traction and 
alignment. The comminuted fractures very often 
lead to partial or complete ankylosis, unless an 
open operation is done to remove or align the 
Remember that where there are 


fragments. 
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multiple fractures there are also numerous pieces 
or strips of periosteum more or less attached 
along the course of which bone develops. These 
exostoses and excessive callus formations lead to 
fixation of the joint. 

The compound fracture requires 
asepsis and drainage lest infection develop. 
When once these cases are infected thorough and 
efficient drainage must be established. The ad- 
ministration of a prophylactic dose of tetanus 
antitoxin is a very minor procedure but of utmost 
importance in all cases. The wiring or nailing 
of fragments in compound cases is poor surgery 
excepting as a temporary measure. 

In children open operative measures are rarely 
indicated. In men pursuing industrial occupa- 
tions where the loss of each day means the loss 
of dollars one will often be justified in perform- 
ing an open operation for the reduction of frag- 
ments rather than make several attempts, possi- 
bly futile, in the closed method of reduction. 

A surgeon who has the ability to apply me- 
chanical principles will most often choose to 
reduce and hold the fracture in position by means 
of traction appliances, splints and plaster casts. 
He has a mechanical trend of mind and what is 
more important, the perseverance to adjust and 
change his splints and casts; in other words, to 
work with his patients until he is satisfied with 
the position. He has little difficulty in deciding 
whether an arm should be placed into a flexed 
or extended position; whether the hand should 
be supinated, pronated or held in the midway 
position. Such a surgeon will have his best re- 
sults in applying non-operative treatment. 

The use of the fluoroscope in the reduction of 
fractures is always indicated. I have used this 
as a routine procedure for the past six years. It 
aids in the proper approximation of fragments, 
avoids much delay and helps in the production 
of results otherwise impossible to obtain. My 
patients are anesthetized with gas or ether while 
they are on the fluoroscopic table. The ether 
and mask are then removed from the room and 
we proceed with our work. The anesthetist 
watches his patient by the aid of a flash light. 
Gas may be used very safely through the entire 
reduction and fixation procedure. 

When repeated attempts at closed reduction 
have failed, we operate. Here again there are 
several prerequisites. A surgeon who has not had 
special training in bone and joint surgery must 
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not attempt an open operation. One who has 
not developed or learned to imitate an aseptic 
surgical technic, one who has not learned to keep 
his fingers and those of his assistants out of the 
wound, has no place in joint surgery. Every 
contact is a danger; sponging, ligating and 
suturing must be done with forceps. The opera- 
tion must be done with precision and dispatch. 
A clean surgeon, a clean assistant, a careful 
nurse, constitute a triumvirate which makes for 
successful joint operations. When to use wire, 
ivory pegs, bone screws or staples must be left 
to the surgical judgment of the operator. He 
must use such appliances at his disposal as will 
hold the fragments in the most nearly normal 
position and which will make for the best possi- 
ble functional result. 

In order to obtain a bloodless operative field, 
it is my routine practice to force the venous 
blood from the forearm by means of a three- 
inch rubber bandage. A constrictor is then ap- 
plied just above this bandage. This gives an 
operative field free from blood. The arm is well 
protected to avoid undue pressure on the nerves. 
The constrictor is removed before the wound is 
closed. Any bleeding points are crushed or 
ligated. 


It is the duty of the surgeon to acquaint his 


patient with the severity of his case. In this 
age of scientific advancement when we have the 
x-ray and many other diagnostic and treatment 
methods at our disposal, the patient and often 
the jury expect the impossible. A general know]l- 
edge on the part of the patient as to our efforts 
and the exact condition of his arm, makes for 
better cooperation and better satisfaction with 
the results obtained. 

The after-treatment of elbow fractures is of 
great importance. arly passive motion on the 
third or fourth day is followed very shortly by 
active and passive motion of greater range. 
Motion at this stage must never be carried to 
the extent of pain. Pain means trauma and 
possible misplacement of fragments. Because 
of the great necessity of early motion an easily 
removable splint or bivalved cast is used. The 
length of time for immobilization must depend 
upon the type and location of the fracture. Fixa- 
tion over too long a period brings about ankylosis, 
while on the other hand, too early removal of 
fixation produces non-union. Hydrotherapy and 
physiotherapy, more especially diathermy, are 
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indicated after the tenth to the twelfth day. 
These measures I consider our greatest aids in 
the restoration of function. 

There are those cases in which bad results 
follow our very best efforts; cases in which com- 
plications arise which from the very nature of 
the fracture are unavoidable. Among the most 
common complications are: 

1. Ankylosis, partial or complete, arising 
from infection or excessive callus formation. 
This result, as bad as it may seem, is not an en- 
tirely lost cause since we have been able to make 
useful joints by means of the arthroplasty opera- 
tion. 

2. Permanent injury to the ulnar nerve can 
often be avoided by timely operation. 

3. Injury to the musculospiral and median 
nerves, as well as injury to the brachial artery are 
often disastrous. Any nerve impingement or 
pressure upon the artery must be relieved at the 
earliest possible moment. 

4, Ischemic myositis is a most unfortunate 
complication, unfortunate because it is so often 
avoidable. Volkman’s original description of 
this lesion in 1875 attributed the contraction to 
tight splints or bandages. We know now that 
this condition arises not alone from tight 
bandages and pressure from casts or splints, but 
that it often comes from pressure of a hematoma 
under the muscle sheath or into the muscle itself. 
There are on record cases in which no splint or 
bandage was applied and yet pressure myositis 
developed. Jones in 1908 reported six cases in 
which no fracture had been sustained at all. 
We believe that nerve involvement does not 
enter into the formation of this contracture. 
Tight bandages, splints or casts must be avoided. 
The damage in these cases occurs in the first 
seventy-two hours, often in less time. A 
hematoma from extravasated blood in the cubital 
fossa or under the sheath of the muscles of the 
forearm, must be liberated at once if pressure 
symptoms are present. The tension is relieved 
by aspiration when the blood is not too thick. 
When an organized clot has formed we are justi- 
fied in performing an open puncture or incision 
sufficiently large to permit evacuation of the 
clot. By relieving the pressure we maintain the 
integrity of the muscle fibers and the tendon 
sheaths, and prevent this terrific contracting de- 
formity. 


To summarize: 
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1. A thorough knowledge of the anatomy 
and mechanism of fractures is necessary if we 
wish to obtain good results in fractures of the 
elbow-joint. 

2. Closed reduction and fixation of fractures 
should be attempted in the vast majority of 
cases. 

3. The success of the operative management 
of fractures at the elbow-joint, as in all bone 
surgery, depends upon the positive indication for 
operation and the surgeon’s ability to perform 
aseptic surgery. 

4. Cooperation of the patient makes for bet- 
ter results. 

5. The after-treatment must be the subject 
of as much thought and consideration as the 
reduction. Early active and passive motion is 
very essential. 

6. Complications must be managed promptly 
and fearlessly. 

30 N. Michigan Avenue. 





GASTRIC CARCINOMA* 
Ben D. Barrp, M.D. 
GALESBURG, ILL, 


It is with rather gruesome interest that we 
contemplate the statisticians’ figures, that last 
year about 120,000 people in this country died 
of cancer, which was an increase of 20,000 over 
the figures for 1920. And of this number, about 
30,000, or 1 in 4, died of cancer of the stomach. 
Whether or not we accept this statement as true, 
we will probably agree that the death rate from 
cancer is entirely too high. 

The occurrence of cancer keeps pace with the 
increase in the span of human life (a sad com- 
mentary on advancing civilization). Better 
sanitation, better living conditions, and better 
care of babies have increased the span of human 
life from about 33 years in 1900, to about 55 
years in 1925. They have also apparently pre- 
pared a seed bed for cancer. 

One-third of all cancer occurring in the male, 
and one-fifth in the female, are of the stomach, 
and the average age is 56 years in man, and 54 
years in woman. The range is from 20 to 80 
years, reaching its peak about midway between 
these two extremities. 

Etiologically, it remains as much of an enigma 


*Read before Section on Surgery, Illinois State Medical 
Society, Moline, May 31, 1927. 
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today, as it was when Hippocrates excised cancer 
about 400 years before Christ. Although much 
progress has been made by investigation, we are 
still groping in the twilight zone of ignorance 
for its origin. 

One theory stands out more prominently than 
all the others, and is quite universally accepted 
by clinicians, surgeons and pathologists, as hav- 
ing something to do with its etiology, and that 
is recurrent local inflammation, from irritation, 
as first pointed out by Broussais. 

Henley recently advanced the idea of lymph 
stasis, being concerned in the production of 
cancer, and pointed out that greater lymph stasis 
on the gastric side of the pylorus, in comparison 
with that of the duodenal side of the pylorus, 
had to do with the greater preponderance of 
cancer on the gastric side. 

Infection has been shown by Rosenou to have 
much to do with the etiology of gastric ulcer, and 
the tendency for carcinoma to engraft itself on 
an ulcer base, in the stomach, is quite well 
agreed to. 

These partial facts, together with Maud Slye’s 
comprehensive scientific work in connection with 
cancer in mice, are illuminating, and represent 
some of the tireless efforts that have been ex- 
tended to fathom the cause of cancer, and yet, 
we do not know why some people have cancer, 
and others do not. 

Old age, with its epithelial degeneration and 
loss of regenerative powers, is regarded as exert- 
ing a favorable influence in the causation of 
cancer. Yet how often do we observe patients in 
the bloom of early adult life with hopeless gastric 
carcinoma. 

The cause of cancer will undoubtedly be dis- 
covered, and when it does come, the biological 
chemist will have much to do with it, because 
cancer manifests itself in countless ways, waiting 
only for the latent, inborn influences in our body 
cells to receive the proper urge, whether it be 
irritation, infection or senility to initiate certain 
biological factors in the apparently normal cell, 
causing a reversion to the primitive type of cell, 
by changes from the normal through stages of 
involution, with impairment of nutrition, and 
loss of functional capacity as described by 
Tiersch. 

This nutritional theory was supported by Rib- 
bert and harmonizes with the origin of cancer of 
the stomach, in isolated cells, separated in the 
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snare of connective tissue in a chronically in- 
flamed field. He also demonstrated secondary 
tumors as a continuous growth, through the blood 
and lymph, as well as cell emboli. 

Clinical observation, concerning such distribu- 
tion of cancer of the stomach, shows that about 
20 per cent. are confined to the stomach until 
death occurs from perforation, obstruction or 
peritonitis. They compose a group favorable to 
operation with an increasing prospect of cure. 

At this stage, cancer is not an incurable dis- 
ease, and it is to this phase of gastric carcinoma 
to which I invite your attention. 

Not the frank, open textbook symptoms of ob- 
struction, the presence of a lump, inanition, 
anemia, cacheia and the vomiting of blood, as 
we have been taught to recognize as symptoms of 
cancer—because when they are present, the 


golden moment of opportunity has long since 
passed, and the merest tyro can diagnose it with 
his eyes closed, and very definitely foretell the 


approaching end. 

Let us rather consider the early symptom 
of gastric discomfort which persists, or may even 
be temporarily improved under treatment. The 
patient with persistent indigestion, without a 
known cause, is entitled to have cancer excluded 
by a carefully taken history, gastric analysis, 
and a competent roentgenological examination, 
and exploratory operation if necessary. 

It is quite possible today for a competent 
roentgenologist to diagnose gastric carcinoma, 
end foretell its operability in approximately 95 
per cent. of cases, if backed up by a carefully 
written history. And if it is recognized before 
liver involvement, or peri-gastric glandular en- 
largement has occurred, a gastric resection or the 
clean wide removal of the carcinomotous tissue 
with the cautery, offers the patient at least a 
new lease on life, and prolongation of usefulness 
to which he is entitled, and not infrequently, a 
permanent cure may be effected. 

In view of these well established facts, a re- 
vision of the textbook teachings, of the symptom- 
atology of gastric cancer, would seem to be in 
order, and the importance of recognizing pre- 
cancerous conditions stressed. And in this con- 
nection, knowing the baneful influence of recur- 
rent local irritation, it would seem an act of 
wisdom to educate the laity, as to the proper 
foods, so as to minimize the insults to our 
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stomachs and lessen the invitation to gastric 
carcinoma. 

The national association for the prevention of 
cancer is already doing a splendid work along 
this line, and a more concerted effort among the 
physicians in spreading this knowledge would 
eventually relegate cancer of the stomach to the 
position now occupied by tuberculosis. 

A patient can have cancer of the stomach with- 
out pain, without loss of weight, without lumps, 
without cachexia and without anemia, in fact, 
they may have none of the textbook symptoms of 
cancer, and with nothing more than a_ per- 
sistently mild gastric discomfort. Within six 
months, six cases of inoperable gastric carcinoma, 
all under thirty-five years, have been diagnosed in 
our clinic, the roentgenograms showing a com- 
plete, or almost complete, blocking out of the 
pars media, by hopeless carcinoma, all of whom 
had only mild symptoms until a short time pre- 
vious. And we are all no doubt familiar with 
the circumstances surrounding the death of the 
late Dr. Carman, who probably has pronounced 
“hopelss gastric carcinoma” in more cases than 
any man of his time. and yet who failed to 
recognize that he himself had a hopeless car- 
cinoma, of the so-called silent area of the stom- 
ach. One of the largest surgical clines in Amer- 
ica reports that only one in four cases of cancer 
of the stomach coming to them is operable. 

And in our own work, only one in twenty cases 
is operable. This means that-these patients have 
had improper medical advice in the first place, 
that sufficient stress has not been laid upon early 
and persistent symptoms and that laxity has been 
exercised, rather than alertness, or the patient 
has been negligent in applying for relief. 

Gastric analysis has not given us the help that 
if once promised for only in about one-third of 
the cases is it indicative of anything. In fact it 
has never been made quite clear why a pyloric 
cancer, where there are no acid secreting cells, 
should produce an achlorhydria, or why in can- 
cer of the fundus, hyperchlorhydria occasionally 
occurs, and it seems that continuous gastric 
analysis, excepting as a routine, is not only 
valueless, but may even be detrimental to the 
patient, by producing mechanical irritation by 
retching and vomiting. 

Physical examination is frequently negative. 
There may be no evidence of any sort, not even 
tenderness, to arouse our suspicions, but a care- 
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fully taken history will usually bring out a state- 
ment of a more or less prolonged, or recurrent 
stomach distress, and unless the cause can be 
definitely determined, the patient is entitled to a 
careful roentgenological examination by a com- 
petent individual. 

Roentgenology offers the greatest benefit of any 
single means for arriving at an early diagnosis. 
Of course, we must differentiate between gastric 
ulcer and cancer and the characteristics are usu- 
ally sufficiently definite to leave little room for 
doubt. For instance, ulcer, as you know, pro- 
duces characteristically an out-pouching, or an 
additional shadow to the gastric outline, as op- 
posed to the filling defect, or diminution of the 
gastric outline as seen in cancer. ‘Too, opposite 
the ulcer niche, often is seen an incisura, which 
is not present in cancer. The peristaltic waves 
do not pass either lesion, but are most sure to be 
stopped by cancer. Under the screen, a sharply 
tender point can usually be palpated in ulcer; the 
tenderness of cancer is usually less sharp and less 
focalized. 

So long as the cause of cancer remains a secret, 
but we do have the means of checking or curing 
it when it is in the primary stage, let us lend 
our best efforts toward its prevention and diag- 
nosing it, at a time when we can do our patients 
some good. 

CONCLUSIONS 

1. Cancer of the stomach may be prevented 
by educating the public to exercise discretion in 
the selection of its diet. 

2. The recognition of precancerous symptoms 
and the institution of early surgical measures 
offers the only hope for the cure of cancer of the 
stomach. 

3. Cancer of the stomach may occur without 
any of the text-book teachings of its symptoms. 

4. Text-book teaching is in need of revision. 
and precancerous symptoms stressed. 

5. Indefinite failure of health symptoms, in 
patients past forty, should have a gastro-intes- 
tinal x-ray, regardless of the presence or absence 
of stomach symptoms. 

6. Practically all gastric ulcers in patients 
over thirty-five years should be surgical, because 
of the possibility of their being, or becoming, 
cancerous. 

y. A negative x-ray examination, in the face 
of suggestive clinical findings, or symptoms, 
should demand an exploratory. 
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CARCINOMA OF THE BREAST WITH 
ELECTRICAL RESECTION AND 
RADIOTHERAPY* 


B. H. Ornoorr, M. D. 
CHICAGO 










The treatment of cancer is one of the very 
serious problems confronting all of the branches 
of medicine at the present time. For many years 
it seemed that surgery, the most rapidly de- 
veloping branch of medicine, would greatly mod- 
ify or possibly supply the cure for this malady. 
More recently, however, the youngest of all divi- 
sions of medicine, “Radiology,” seems to have 
equaled, if not exceeded, surgery in the hope of 
producing a control for cancer. 

It has been said that the surgical treatment 
of cancer includes all of the methods which have 
for their immediate or ultimate object the de- 
struction of the growth. This definition would 
imply that radiological methods, as well as recog- 
nized methods in electrology, the actual cautery 
and many others, would be included under sur- 
gical treatment. It is evident that it is quite 
impossible to classify in a practical manner that 
which is surgical, electrical, mechanical and ra- 
diological in the treatment of cancer and such 
calssifications are indeed unnecessary. 

It should be the primary object of every phy- 
sician to prolong life in comfort after a reliable 
diagnosis of cancer has been established and to 
institute any agent or method of proven value at 
his command to obtain this objective for the 































patient. 
So much has been said and written on the ad- 


vantage and the absolute necessity of cooperation 
between the radiologist, the surgeon and the phy- 
sician in other branches of medicine, that it re- 
mains no longer a question with any one for 
discussion. Well coordinated cooperation is not 
always possible and practical. It remains then, 
for the radiologist, surgeon or physician in other 
fields to develop the means whereby he may in- 
stitute the necessary measures in the cases which 
he accepts for treatment. 

The knife, electrocoagulation, desiccation, elec- 
troresectoin, actual cautery and caustic chemicals 
are all well recognized agents for tissue destruc- 
tion which may be used in conjunction with 
radiotherapy. 
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*Presented at the Illinois State Medical Society, 


Illinois, Section on Radiology, June 1, 1927. 
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Radiotherapy began after the discovery of 
x-rays by Roentgen in 1895. Surgery today is 
the result of constant effort of many generations 
of well trained and carefully educated skillful 
men whose life work has been to elevate the 
standards of surgical practice to higher planes 
with each succeeding generation. It is obvious 
that the present state of development of the use 
of radiation in medicine lacks much in the way 
of refinements when compared with surgery. 
While the technique and physical problems of 
radiotherapy appear to have advanced by leaps 
and bounds in recent years, still, the radiobio- 
logical problems seem only to be well under way. 

Cancer of the breast is one of the most serious 
problems of malignancy before us at the present 
time. Lazarus Barlow found metastases in 96.8 
per cent. of all cases dying of carcinoma of the 
breast, while only 45 per cent. of all other forms 
of malignancy show metastases. From statistics 
we would conclude that about 33 per cent. of all 
cases of breast carcinoma would live about three 
years without any therapeutic intervention. Com- 
piled statistics from literature show that about 
39 per cent, will live three years with surgical 
intervention, The urgent need for some agent to 
extend the life of those affected with this terible 
malady demands the use of every possible means 
known to modern science. 

Diagnosis of Cancer of the Breast. One of the 
most important phases in the management of 
cases with carcinoma of the breast is securing an 
early diagnosis. There has been a fairly exten- 
sive campaign of education conducted throughout 
the United States for the past ten years and the 
results have been desirable. Cases far advanced 
appear in our clinic less frequently than in past 
years. Cases with but a very small lump in the 
breast represent a large percentage of all cases. 
The burden of responsibility belongs now to the 
physician. It is for him to decide with a reason- 
able degree of accuracy if the small lump in the 
breast is malignant. Inasmuch as cancer bear- 
ing breasts appear during the child-bearing pe- 
riod the disaster of destroying unnecessarily so 
useful an organ must be avoided if it is at all 
possible. However, failure to reach a decision 
early provides the possibiltiy of a still greater 
catastrophe. From a study of the records of our 
clinie at the North Chicago Hospital it seems 
that about 50 per cent. of the cases who come 
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with a lump in the breast prove to be malignancy. 
When a positive clinical diagnosis has been made 
it has proven to be correct in more than 90 per 
cent. of cases. About 25 per cent. of the cases 
require more than the history and physical ex- 
amination in order to secure a positive diagnosis. 
In the large majority of cases the picture of 
malignancy is drawn so plainly that there re- 
mains but little doubt of its presence. I refer 
to cases with retraction of the nipple, fixation of 
the skin to an indurated area, fixation of an in- 
durated area to the chest wall or pectoralis fascia, 
axillary lymph node involvement, supra-clavicu- 
lar infiltration, fluoroscopic evidence of pleural 
density, lung or mediastinal density, areas of 
bone decalcification, tumors in other organs, etc. 
There is no criterion which lends as much in- 
formation, especially to the radiologists, as the 
“feel” of a tumor in the breast. Not only in the 
determination of malignancy but in determining 
its medullary character and in establishing a 
basis for judgment of the quality, quantity and 
method of administering radiotherapy. The feel 
of the tumor and the surrounding tissue must 
be ascertained. All tumors or breasts removed 
warrant a careful microscopic examination. The 
pathological report does not as a rule more than 
confirm the diagnosis of malignancy already 
established. Occasionally, however, we are obliged 
to wait for this report before a conclusion can be 
reached. 

The classification of the growth is one of the 
most important parts revealed by the pathologist. 
The type of cells and intercellular tissues, a study 
of the vascular supply, the appearance of the 
areas of invasion and a study of the lymphatics, 
are points of very important consideration to the 
radiologist. The activity manifested by both 
the connective and epithelial tissue is also im- 
portant. True sarcoma of the breast is very rare, 
but cases where the blending of these activities 
serve to warrant the classification of adenosar- 
coma are not infrequent. 

Heredity is a factor in the diagnosis and prog- 
nosis of cancer of the breast cannot be disre- 
garded. While it is true that information gained 
through the history of the average patient gener- 
ally affords very little data upon which clinical 
deduction may be drawn, yet the hereditary char- 
acter of malignancy in mice, as established by the 
experimental studies of Maude Slye, can no 
longer be seriously doubted. It is unfortunate 
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that we are yet so helpless in an attempt to study 
the heredity of malignancy in the human. 

Treatment. The treatment of malignancy by 
surgical means has been one of the chief prob- 
lems since the beginning of medicine. It is 
stated that in the Papyrus Ebers, probably writ- 
ten more than 1500 years before Christ, opera- 
{ions were performed for cancer of the breast 
and that in the history of this period and a little 
later operations were performed not only upon 
the affected breast but also on other involved 
tissues; probably cervical lymph nodes were re- 
sected. Cautery and escharotic pastes were also 
described as being successfully used by the medi- 
cal men of that period. 

The voluminous literature concerning the use 
of x-rays in the treatment of cancer of the breast 
seems to have been prefaced by my associate, 
Doctor Emil G. Beck of Chicago, who did this 
work as early as 1902 and whose published re- 
port appeared in the New York Medical Journal 
for that year. We owe a great debt of gratitude 
for his persistent efforts to combat this form of 
cancer and for the splendid example which marks 
his work in the useful coordination of radiogi- 
cal and surgical methods. I wish to refer par- 
ticularly to the method of operation in which he 
advocates leaving the surgical wound open for 
the direct application of radiotherapy by both 
x-rays and radium to the deep tissues without 
the interposition and filtering effects of skin and 
overlying tissue. 

The ranks of the radiologists have greatly in- 
creased in numbers since Beck recorded his early 
work and while contributions of inestimable value 
to the Science of Medicine have and are being 
laid down as the foundation stones for the Science 
of Radiology, still, much remains to be accom- 
plished in perfecting this new branch of medi- 
cine. Statistical proof of the actual value of 
radiotherapy is at present unavailable. Proof of 
this character calls for much in the way of stand- 
ardization of technique and equipment, a more 
perfect knowledge of the physical reaction of 
matter to radiation, as well as a longer time for 
the accumulation of clinical results and statistics. 

From about 1918 to 1922 many radiologists 
attempted to institute intensive doses of highly 
filtered short wave length radiation to cases of 


breast cancer. A fairly wide variation in tech- 


nique was established at different clinics. It 
soon became evident that complications were in 
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the nature of pleuritis, pulmonitis and pulmon- 
ary fibrosis with subsequent contraction of the 
thorax and misplacement of the thoracic viscera. 
The results were for the most part little or no 
improvement and in many cases it seemed that 
radiation accentuated the growth of the malig- 
nant disease. For the past five years there have 
been very few radiologists so heroic as to at- 
tempt to institute a “thorugh or homogeneous” 
radiation to the thorax in breast carcinoma. 

The plan of treatment which seems advisable 
in most cases at the present time may be con- 
sidered a combined treatment. First—radio- 
therapy, later eradication by electrical resection 
including x-rays and radium, as well as the in- 
stitution of measures intended to support the 
patient’s general state of resistance and to de- 
tect at the earliest possible moment evidence of 
recurrence. 

Preoperative Radiation. Preoperative radia- 
tion includes portals over the breast, the axilla, 
supra and infraclavicular spaces and in certain 
cases portals on the opposite side. The size of 
ithe filter and voltage is varied in accordance with 
the amount of subcutaneous adiposa. Great care 
is necessary to avoid too great depth dose to the 
thoracic viscera. 

Operation. The operation of choice is the 
resection of the tumor whether it be in the 
breast or in the form of a recurrence or the 
breast itself. All of the skin overlying the 
tumor mass must be removed. As the tumor 
is being lifted away its base should be kept 
carefully covered with gauze in order to avoid 
expressing inocculating material from _ the 
tumor and transplanting it upon the cleanly cut 
surface. It is my plan to do the entire opera- 
tion with electro cutting apparatus and to con- 
trol all hemorrhage by electrocoagulation. When 
skin surfaces are approximated metal clips are 
used. Ligatures and artery forceps have been 
abandoned almost entirely. The narrow flaps 
formed when the entire breast is removed are 
held in position without tension by strips of 
adhesive plaster. The area beneath the site of 
the tumor is always left open for postoperative 
radiotherapy. ; 

Postoperative Treatment. Postoperative treat- 
ment consists of radiation with x-rays and the 
direct application of radium into open areas. 
Ultra-violet applications are administered at in- 
tervals of every other day. The wound is dressed 
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at first with vaseline infiltrated gauze and later 
applications of 2 per cent. mercurochrome solu- 
tion. After a granulation base has been estab- 
lished the skin growth is promoted by covering 
the margins with sterile adhesive plaster as ad- 
vocated by Doctor Emil Beck. 


SUMMARY AND CONCLUSIONS 


Heredity is important in the etiology of 
breast carcinoma and its recurrences but it 
is our immediate purpose to prolong life in 
comfort. 
The value of educational propaganda for 
the early detection of breast cancer cannot 
be over estimated. 
Diagnosis before and after electrical resection 
is necessary in order to evolve the proper plan 
for postoperative radiotherapy. 
Electrical resection for breast tumors, re- 
currences, or removal of the entire breast 
and axillary glands is the operation of choice 
for the following reasons: 

A sterile wound is created. 


Hemorrhage is decreased. 


Postoperative pain is less. 
There is practically no postoperative 
shock. 
Danger of metastases is reduced. 
Recurrence is less frequent. 
Aids postoperative radiotherapy. 
Better control of hemorrhage. 
Tissue not traumatized by hemostats. 
Circulation not mechanically deranged 
in the tissue flaps. 
Danger in the use of needles and 
sutures carrying innocculating cells 
into sterile tissue, as well as the crea- 
tion of anemic zones is avoided en- 
tirely. 

Retaining points on metal clips 
scarcely enter the subcutaneous tissue, 
consequently approximate tissues with 
little damage. 

13. Time of operation is reduced. 

Postoperative radiotherapy over open portals 
must have light filters in order to avoid vis- 
ceral damage in the thorax. 
By the use of methods presented in this paper 
I have hoped to add only the advantages of 
electrical resection to the surgical methods 
advocated by Doctor Emil Beck. 
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DISCUSSION 


Dr. Emil Beck, Chicago, Ill.: This subject may be 
discussed from two points of view. First from the 
surgeon’s standpoint and then from the radiologist’s 
standpoint. I shall discuss the treatment only and no 
other phases of the subject. The most important thing, 
of course, is that the wound should not be closed be- 
cause the radiation becomes inefficient when the skin 
has covered the area from which the breast has been 
removed. I have come to the conclusion that every 
case is hopeless in which recurrence has taken place. 
Therefore we must see to it that the first operation is 
successful. And I am convinced that we can reduce 
the recurrence in carcinoma of the breast far beyond 
what the present statistics all over the world show. 
Only thirty-three per cent. of all cases are living— 
after 5 years—is the average from clinics all over the 
world. This is deplorable. I think it should be just 
the reverse. 

In my statistics of the last 8 years—something like 
eighty per cent. live after 5 years. Seven successive 
cases operated on in 1919 are without recurrence. I 
have shown these recently in the Chicago Medical 
Society. Since 1919 we have had only two cases of 
recurrence by applying this open method. 

In regard to the question of preference to the radio 
knife, I have not used the radio knife, but I will say 
that if I had the skill in using it Dr. Orndoff has I 
should certainly employ it because it has many advan- 
tages. You have not nearly the hemorrhage. One does 
not need to apply so many forceps and the incision is 
clean. 

Surgeons all over the world are very slow in adopt- 
ing these new instruments because they are trained to 
do the work with the knife. 

In cases such as Dr. Orndoff has shown, where re- 
currence has taken place, I think the cure is possible 
in a small percentage. My brother and I have em- 
ployed the shoulder girdle resection in 8 such ad- 
vanced cases. Of cases thus operated on four died 
within a short time after operation. Two lived; one 
eight years and one sixteen years. They are still alive 
without recurrence. 

Now if I should be faced with a case like that I 
would think nothing short of a shoulder resection 
would be of any avail in any method. 

The advantages of the open method are many, but 
the most important one, of course, is that of prevent- 
ing a recurrence. It shortens the time consumed by 
the operation and radiation can be applied efficiently. 
A surgeon usually is very proud when he can show a 
perfect coaption of the skin by a new method of a 
flap; but alas! look at it about six months later with 
an extensive recurrence such as you have seen here. 

No flaps should be used at all and the incisions 
should be left wide open. I leave the axilla open also. 
I guard the large vessels by putting a piece of lead 
against the vessels when the radium is applied. I ad- 
vocate this principle not only in breast cases but in 
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all similar cases. The reason of good results in car- 
cinoma of the cervix may be attributed to the direct 
contact of the radium to the carcinoma. 

I have made the observation that wherever skin 
will grow over a granulated surface I can be sure 
there is no carcinoma underneath because a normal 
skin cell will never grow over a carcinoma cell. They 
are enemies and the skin cell won’t protect the car- 
cinoma cell. The normal skin will stop at the border 
of the carcinoma. If the skin covers the wound there 
are no carcinoma cells present. You can prove this by 
microscopic sections. 

Dr. T. D. Cantrall, Bloomington, IIl.: 
after operation does he begin radiation again? 

Dr. Preston M. Hickey, Ann Arbor, Mich.: I would 
like to ask Dr. Orndorff the interval of time he has 
allowed to elapse between the preliminary radiation 
and operation. 

Dr. P. B. Goodwin, Peoria, Ill.: I would like to 
ask Dr. Orndoff whether in that case he showed as 
his inflammatory type, developed a generalized nodular 
process over the chest and back as they sometimes do. 


How soon 





WHO STARTED THIS FOOL THING? 
SPARE THE SPANK AND— 


A spoiled child who had stirred up several neigh- 
borhood quarrels by telling what he heard his father 
and mother say of their “friends,” was spanked and 


put to bed. Mother relented and came to console 


him. 

“Mother,” he sobbed, “did grandpa spank father 
when he was a little boy?” 

“Yes,” answered his mother positively. 

“And did great grandfather whip grandfather when 


he was little?” 


"ve 
“And did great-great-great grandfather whip his 
little son?” 


“Ves” 
“Well, who started this fool thing anyway?” 





A REGULAR GO-GETTER 

Those who regard the present as far ahead of the 
past in efficiency will have to make an exception in 
favor of the Nevada undertaker who was a regular 
go-getter. He won his fame in the early rough and 
ready days when the five undertakers of the booming 
mining town were kept fairly busy. This famous man 
had initiative, personality, perseverance and knew 
when and where the psychological moment arrived. 
To illustrate: 

One day when the parson was preaching a funeral 
sermon over one of the efficient undertaker’s patrons, 
two shots were fired almost simultaneously in nearby 
saloons. The undertaker spoke quickly to his assist- 
ant and hurried out. Before the sermon ended he was 
back in his accustomed place, appropriately solemn 
and sympathetic. Out of the corner of his mouth he 
“IT got both them fun- 


whispered to his assistant: 
erals.” 
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ARTICULAR AND JUXTA-ARTICULAR 
FRACTURES* 
Henry Bascom Tuomas, M. D., F. A. C.S. 
Professor of Orthopedic Surgery, University of Illinois 
CHICAGO 

The title of this article could well be “Pre- 
ventive Orthopedic Deformities,” for its object 
is an attempted analysis of causes of poor frac- 
ture results in the hope of creating interest 
which may clarify and improve treatment. The 
final results on joint fractures here spoken of 
were seen in those clearing houses of bone and 
joint deformities, the orthopedic clinics and dis- 
pensaries, where patients dissatisfied with their 
original treatment because of continued pain, im- 
paired or lost function, or deformity, are sent. 
These patients come mostly from the general 
practitioner but frequently also from the sur- 
geon, industrial or orthopedic. Here are seen 
most of the bad fracture results, the failures as 
far as treatment is concerned, whether through 
faulty technique or because of noncooperation on 
the part of the patient. 

While appreciating that the majority of 
treated fractures terminate excellently, our atten- 
tion should nevertheless be focused on the faulty 
results, and the study to clarify and improve 
treatment must draw its material from chronic 
bone and joint cases. 

Fairly definite and fixed conclusions have sug- 
gested themselves respecting the reasons under- 
lying this necessity for fracture patients to seek 
continued treatment in bone and joint dispen- 
saries, though there are undoubtedly many 
errors made in the calculations by viewing the 
problem from this angle. It is nevertheless to 
be hoped that an abbreviated preliminary state- 
ment concerning the findings made possible from 
these observations, will stimulate interest and 
probably enlist the observational and literary 
productiveness of many of you, better equipped 
personally to contribute to the solution of this 
important preventive medical problem. Please 
note that nothing new is claimed except personal 
conclusions from experience. Only apparently 
minor points in the principles of technique and 
treatment are emphasized. 

Let us first consider: Strains in the region 
of the distal end of the radius. 





*Read before the Section on Surgery, Illinois State Medical 
Society, Moline, June 1, 1927. 
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The material observed over a period of twenty- 
four years leaves the impression that far too 
many fractures into the wrist joint are diagnosed 
as strains. That is, recognition of the condition 
present is not made, either by the physician or 
the patient. Now the healing of a non-fracture 
strain does best with early guarded active motion, 
that is, physiological massage. This is because 
the periosteum and bone are not injured in a 
strain and there is consequently no production of 
excess callus on account of motion. But in the 
presence of a joint fracture function is often 
diminished for life when too early active motion 
is permitted. Therefore, every strain about a 
joint must be positively differentiated from a 
fracture before treatment is instituted. This may 
sound trifling, but it is of the utmost importance. 
Should the profession succeed in educating the 
public to thoroughly understand that every sup- 
posed strain or bruise about a joint should be 
regarded as a possible serious condition and given 
a careful examination by a physician, also that 
the opinion and advice of the neighbors must be 
disregarded, then many traumatic stiff joints, 
prematurely arthritic wrists, and bone destroying 
tumors with pathologic fractures would be placed 
under intelligent observation early, and thereby 
many such conditions would be prevented. 

Let us next consider: Fractures of the radius 
near or into the wrist joints. 

The impression made by the unfavorable end- 
results in those Colles’ fractures brought in at 
the end of weeks or even years after their initial 
treatment, is as follows: 

In one group of cases, actual reduction of the 
fracture was never accomplished. Too many 
cases fall into this class. I am convinced that 
in some of these unreduced cases, the physicians 
manipulating the fractures believed that reduc- 
tion had actually taken place and applied the 
cast or other forms of retention to them. Cal- 
lus rapidly develops in these cases and the best 
cpportunity for a good result is forever lost. The 
fact that so large a percentage of the fractures 
are not handled properly in the beginning consti- 
tutes a serious indictment of both the knowledge 
and the technique in our profession with respect 
to a type of injury that is certain to arise ist 
the experience of practically every doctor. 

Even the most skillful fingers cannot be 
trusted with the final verdict regarding the suc- 


HENRY BASCOM ‘THOMAS 


cess of manipulation of the fragments of any 
fractured bone, especially Colles’. It is not amiss 
to frequently emphasize the imperativeness of 
using x-ray films as a final judge of the position 
of the fragments. These films should be taken 
in spite of the fact that the doctor’s clinical evi- 
dence insures him of perfect reduction. One 
film photographed in one plane and another film 
photographed in another plane is absolutely 
essential. It is best to take them while the 
patient is still under the anesthetic. Two addi- 
tional films must be taken in a few days to 
determine whether the fragments have slipped 
from their previous position. 

In another group of cases, the fracture was 
reduced as shown in some of the cases by the 
x-ray and in others by the history, but retention 
was not efficient. 

Finally there was evidence of faulty release in 
many cases, and the presence of strain, callus, 
and bony block. 

Would it be intruding upon the indulgence 
of such an audience as this if a few words were 
said about the time worn subject of Reduction 
in Colles’? Any impaction should be positively 
overcome, keeping in mind the frequent rotation 
of the fragment, either of which conditions 
shorten the radial styloid, disturbing the relation 
between it and, the ulna styloid, also destroying 
the mechanically perfect extensor tendon osseous- 
groove wrist and finger function. Indications 
suggest that some of these bad results followed 
in cases where the attempted reduction consisted 
in the physician grasping the patient’s hand, try- 
ing to make extension through the chain of small 
carpal bones, and stretching the wrist tendons 
and the radio-carpal ligament, at the same time 
producing ulna deviation. Such treatment is 
outlined in many text books. This procedure is 
only masking the characteristic silver fork de- 
formity and the anterior prominence of the head 
of the ulna, masking them, not actually breaking 
up the impaction and setting the fractured frag- 
ment back in its right relationship to the joint, 
but only making the wrist appear as though this 
were done. 

Let us grant that many practitioners are skill- 
ful enough to reduce a Colles’ by indirect trac- 
tion and manipulation without anesthesia. The 
wider their experience the more readily they 
admit that direct or skeletal traction is more effi- 
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cient and should always be used, provided it can 
be as easily applied. Many fresh cases of frac- 
ture, rightfully and naturally fall into the hands 
cf young physicians. Why not, therefore, empha- 
size to them the near skeletal method of Jones, 
and even go a step farther by entirely discarding 
the faulty method of hand-in-hand traction and 
manipulation? Either the thumb, or better, the 
styloid processes of the navicular bones may 
easily give efficient near-skeletal push, which is 
the same as extension or traction, and pronation 
rotation to the radial fragment, readjusting the 
bony grooves and ligaments and the styloid 
processes, eliminating the silver fork deformity 
and the ulnar head prominence. 

The Thomas wrench is reserved for a small 
number of stubborn, fresh cases and for the 
attempted reduction of chronic deformity in the 
bad end results. In manual or wrench near- 
skeletal traction, respect for the tissues must be 
emphasized. Such consideration will reflect the 
hest end results in the quickest time with a mini- 
mum of hemorrhage and the least excessive irri- 
tation, callus, and nerve injury. When carefully 
and completely reduced, due respect being given 
the tissues, this fracture usually remains in its 
proper position and needs only well-devised re- 
tention in its normal position, , 

The extreme volar ulnar position, that is 
extreme pronation, ulna-deviation and palmar 
flexion puts strain on the parts, is an inducement 
to excessive callus and bony block. It is infre- 
quently needed when the reduction is properly 
and accurately accomplished. It should, there- 
fore, if used at all, be reserved for those stubborn 
cases whose fragments refuse to remain in place 
and should not be recommended for routine 
retention of Colles’. When used the position 
should be changed within a week and a more 
normal attitude accepted. 

Comment on the release or after care of this 
fracture was indicated by our material and is 
very important. Neglect of attention to this 
matter of release and to after care in properly 
reduced cases, is the cause of slow returning 
function. 

Each of these fractures should be seen daily 
for three days so that proper circulation and 
pressure control may be guided. Early semi- 
release from the splint for short intervals, fre- 


January, 1928 


quently on the third or fourth day, and imme- 
diate active finger motion with guarded active 
wrist movement, massage and heat, improve the 
prognosis. The splint should be discarded in 
three or four weeks. 

Now regarding fractures of the elbow, shoul- 
der, hip, knee, ankle, spine, carpals, metacarpals, 
and phalanges, kindred impressions, varying with 
the particular joint, have accrued from the mate- 
rial but need not here be mentioned. Their reci- 
{ation would emphasize a general absence of thor- 
ough knowledge or application of the five big R’s 
or essentials to which attention should be given 
ly the physician in the treatment of fracture and 
upon which we have been briefly commenting, 
that is: 

Recognition 
Respect 
Reduction 
Retention 
. Release (physiotherapy). 

More efficiency in the management of fractures 

is therefore indicated by the study of this 


chronic material and it must be brought about 


by better education of medical students, nurses 
and licensed physicians along these particular 


lines. 

The medical schools are each year improving 
their methods of teaching fractures, as are the 
hospitals. This is especially true in your state 
hospital, the Educational and Research Hospital, 
in Chicago. In the hospitals, fractures are being 
more and more segregated to splendid advantage 
for the patient, physician and interne. Also the 
question of reaching the practicing physician for 
review of the subject and for presenting to him 
new ideas and developments is being solved excel- 
lently by the actual practical demonstrations of 
fracture treatment at our Medical Society meet- 
ings. 

Let us insist on the teaching of more actual 
splint application and fracture reduction, in a 
laboratory manner, and let us thoroughly famil- 
iarize our students with abundant clinical mate- 
rial, in the hope of diminishing bad fracture 
results and of eliminating the suffering and de- 
formity that are at present of all too frequent 
occurrence among fracture patients. 

30 N. Michigan Ave. 





W 
We 
we k 
with 
valu 
and 
man, 
and 
acing 
istic 
tive 
Testi 
at op 
colloi 

In 
the x 
simp! 
ificat. 
ering 
tions 

for a 
plicit 

Wi 
the ] 
terms 
ficatic 
heads 
gery | 

Canad 

“Be 

the di 

ing i 

surger 

the cl, 
work, 


tion. 


II. 


IIT. 


*Read 
Illinois | 


Tes 
his 
out 
Pses 


ular 


ing 
the 
tate 
ital, 
ing 
rage 
the 
for 
him 
cel- 
s of 
eet- 


tual 
in a 
mil- 
1ate- 
ture 
| de- 
uent 


JAMES H. HUTTON 53 


AND NOMENCLATURE AND THEIR 
RELATION TO IODINE 
THERAPY* 


JAMES H. Hutton, M. D. 
CHICAGO 


We know comparatively little about goiter. 
We are largely ignorant of its etiology, though 
we know that the thyroid is intimately concerned 
with iodine metabolism and that iodine is of 
value in the prevention of some kinds of goiters 
and the pre-operative treatment of others. In 
many cases we cannot correlate thyroid pathology 
and the symptomatology of goiter. For example, 
acinar hypertrophy and hyperplasia is character- 
istie of exophthalmic goiter, but the pre-opera- 
tive use of iodine may reduce the gland to the 
resting state so that a section of it removed 
at operation cannot be differentiated from diffuse 
colloid goiter, 

In this state of uncertainty it would seem that 
the nomenclature and classification should be as 
simple as possible. The need for one simple class- 
ification for general use is best shown by consid- 
ering that there are more than twenty classifica- 
tions in the literature. No criticism is implied 
for any of these classifications, but their multi- 
plicity speaks for itself. 

With this in mind the writer selected from 
the literature a simple classification into the 
terms of which any of the more complex classi- 
fications can be translated. This was sent to the 
heads of the departments of medicine and sur- 
gery of the medical schools of the U. S. and 
Canada with a letter which read as follows: 

“Because of the large number of terms and 
the diversity of classifications offered, I am mak- 
ing inquiry from the leaders in medicine and 
surgery in this country and Canada regarding 
the classification which they use in their daily 
work, 

“T am quoting below a very simple classifica- 
tion. 

Diffuse Colloid 
II. Adenoma 
(a) without hyperthyroidism 
(b) with hyperthyroidism 
III. Exophthalmic 


*Read before the Section on Public Health and Hygiene, 
Illinois State Medical Society, Moline, Illinois, May 31, 1927. 


IV. Tuberculosis, syphilis, thyroiditis, ma- 

lignancy 

“In your opinion would this classification be 
of value to the general practitioner who sees 
goiter and devotes his attention to it only as 
part of his day’s work and not as a thing to 
which he devotes special attention or with which 
he is especially familiar ?” 

No claim is made that this is the best classi- 
fication to be found or indeed that it is superior 
in any way to others appearing in the literature. 
The only thing urged in its favor is that it is 
very simple and can be quickly and _ easily 
learned. If every doctor on the continent under- 
stood it the profession would speak one language 
regarding goiter, which would be a decided ad- 
vantage over the present Babylonian-like confu- 
sion. 

One hundred and forty letters were sent out. 
Sixty-seven answers were received. The interest 
in this problem is indicated by the large percent- 
age of replies received. Twenty-five per cent. is 
considered a very good return of answers to such 
letters. In this case fifty-one per cent. of replies 
were received. Of these fifty-two felt that this 
Classification might well be adopted by the rank 
and file of the profession. Six were definitely 
cpposed to it and nine said nothing about it but 
merely indicated the classification they were 
using in their own work. 

The terms in this classification refer to gross 
pathology determined by the palpating hand be- 


fore operation. The diffuse colloid goiter refers 
to a smooth uniform enlargement involving the 
entire gland, no nodules being visible or pal- 
pable. The gland has a smooth globular feel and 
only occasionally are there slight or fleeting signs 


of hyperthyroidism. 

The adenoma refers to a gland containing one 
or more nodules either visible or palpable. Or 
the enlargement may involve only part of the 
gland. There are times when nodules are situ- 
ated deeply in the colloid goiter and their pres- 
ence cannot be demonstrated until the gland is 
considerably reduced in size. 

The adenoma with or without hyperthyroidism 
refers, of course, to the functional activity of the 
thyroid. The tendency of all adenomatous goi- 
ters is to become toxic; this tendency increasing 
greatly after the twenty-fifth year. 

In December and January last I sent to the 
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same men to whom the classification had been 
sent a questionnaire regarding the use of iodine 
in the treatment of goiter. A letter of explana- 
tion accompanied the questionnaire. This letter 
was written on the stationery of the Scientific 
Service Committee of the Illinois State Medical 
Society and read as follows: 

“Tt is realized that this discussion of iodine 
and goiter covers the field but superficially. If 
the rank and file of the profession were ac- 
quainted with the few facts enumerated here it 
1s believed they would be in a better position 
than at present. 

“Many men feel that the use of iodine is good 
treatment for some forms of goiter. Being un- 
certain as to the varieties in which it is useful 
they give it to all goiter patients, not only as a 
pre-operative measure, but for indefinite periods 
of time. In these cases it loses its value as a 
pre-operative measure so that the patient’s 
chances of recovery are minimized. 

“Goiter is a very live subject in our society 
because of the large number of goiters in Illinois, 
more particularly in that section of the state 
lying in the Great Lakes basin. A questionnaire 
is being sent to the foremost teachers in the 
United States and Canada in the hope that we 
may discover a few facts on which the leaders 
of the profession are agreed which we can pass 
on to our county societies. For your convenience 
a ‘yes’ and ‘no’ is arranged after each question. 
If you have the time to go into these questions 
in greater detail we shall appreciate your atten- 
tion.” 

Sixty men replied to the letter. Twenty-three 
states and three Canadian provinces were repre- 
sented in the answers. 

One man felt that too much information was 
asked for and so answered none of the questions. 

One man did not handle goiter cases and con- 
sequently felt himself incompetent to answer. 

Two men did not believe their experience was 
sufficiently broad to permit them to answer. 

This leaves fifty-six men who returned answers 
which are tabulated as follows: 

Question No. 1: Do you believe that iodine 
should not be used as a public health measure in 
the water supply or table salt? 

Forty-five men indicated that they were op- 
posed to the use of iodine as a public health 
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measure in the water supply or table salt of a 
community. 

Nine felt that it might be used in some cases 
and under certain circumstances. 

Two men who replied to the questionnaire 
failed to answer this question. 

Of the nine who believed it might be used 
one man felt that the use of iodine in the water 
supply should depend on the definite showing of 
iodine deficiency in that locality, the o. k. of the 
State Medical Society, if it were a statewide ques- 
tion, and of the County Society, if it were a 
county question. 

Another felt that it might be used in the 
water supply for children and in table salt by 
adults only on the prescription of a physician. 

Another felt that it might be used if carefully 
controlled by a medical man. 

Question No. 2: Do you believe that public 
health agencies should restrict their efforts in 
the goiter field to educational propaganda ? 

Forty-six men felt that public health agencies 
should restrict their efforts to educational propa- 
ganda. 

Three-were distinctly opposed to this idea. 

Six felt that while this restriction should be 
the rule, there might be certain exceptions. 

Question No. 3: That they should explain to 
the laity that goiter is many times a preventable 
disease or condition: that many cases can be 
easily cured if properly treated early? 

Fifty-three felt that this information should 
be disseminated to the laity. 

Two qualified their answer but agreed in the 
main with this idea. 

Question No. 4: That treatment should be left 
to the private physician who has opportunity to 
make a more careful and detailed examination 
than can or should be made by public health 
authorities ? 

Forty-nine felt that treatment should be left 
to the private physician. 

Six favored this but felt that there might be 
occasions when public health agencies might 
enter the field. 

Two were opposed to this idea in part. 

Question No. 5: For the guidance of the 
average doctor who sees only an occasional goiter 
case as part of his day’s work, do you believe 
it would be wise to disseminate the idea that 
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iodine is good treatment only for the diffuse col- 
loid goiter? 

Thirty-four felt that it would be wise to dis- 
seminate the idea that iodine is good in the treat- 
ment of only one variety of goiter—the diffuse 
colloid. 

Six agreed with the idea in part. 

Ten were definitely opposed to it. 

Four were dubious as to the wisdom of it. 

One omitted answer. 

This question was intended to convey the idea 
that the field of iodine, as a curative measure 
in the treatment of goiter, is limited to the 
diffuse colloid variety and that all others should 
not be subjected to it, except as a pre-operative 
measure, as indicated by the succeeding ques- 
tions. 

One man voted “no” and stated “There is no 
average doctor.” 

Another said iodine should only be given by 
“those having definite knowledge of what results 
io expect.” 

A leader from the Pacific coast voted “yes” 
and in a letter amplified his answer by the state- 
ment, “In the goiter clinic where we have pa- 
tients under observation for a long period of 
time we have entirely discontinued the use of 
iodine in the treatment of colloid goiter because 
of its inefficiency. We are using desiccated thy- 
roid for the purpose of putting the thyroid gland 
at rest. Then after it is reduced in size we give 
the ordinary preventive iodine. We have observed 
patients with small colloid goiter treated both 
with desiccated thyroid and iodine over periods 
of time, varying from six months to two years. 
Desiccated thyroid was uniformly efficient, while 
iodine usually was not. Care must be taken in 
making a diagnosis between early hyperplasia 
both of the cellular and acinar (adenomatous) 
types, as these do not yield to treatment.” 

This coincides with the writer’s feeling on this 
subject. But if there be a field for the use of 
iodine as a treatment it might be in the variety 
under discussion. 

Question No. 6: That the adenoma without 
hyperthyroidism should never be given iodine be- 
cause of the great danger of converting it into 
an adenoma with hyperthyroidism (though an 
occasional case may improve on it and a few may 
not be made worse by it) ? 

Forty-eight were of the opinion that iodine 
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should not be given to the adenoma without 
liyperthyroidism. 

Two were undecided on this point. 

One omitted an answer. 

Four qualified their answers as follows: 

“No, I don’t view adenoma other than local- 
ized overgrowth. The etiological factor is the 
same.” 

“Absolutely yes.” 

“No, not possible.” 

“No, I’d leave it to the judgment and experi- 
ence of the doctor with reservations in the case 
of physicians competent to assess the risk,” etc. 

Question No. 7: That iodine should never be 
given to the adenoma with hyperthyroidism ex- 
cept when the patient is in the hospital and then 
cnly for five to twenty days as a pre-operative 
measure ? 

Forty-six men felt that iodine should be used 
only as a pre-operative measure. 

Three were uncertain on this point. 

Four were of the opinion that it was never 
indicated in this variety of goiter. 

One man who does a great deal of goiter sur- 
gery in the middle west wrote, “And the wise 
surgeon will rarely use it then.” 

One man stated that he had given it to hun- 
dreds of cases of this type, but had never come 
to any conclusion regarding its effect in this 
group of cases. 

Another said, “I doubt the use of iodine in 
this type of case even as a pre-operative meas- 
ure.” 

Question No. 8: That an adenomatous or 
asymmetrically enlarged thyroid with hyperthy- 
roidism is always a surgical condition ? 

Forty believed this to be a surgical condition. 

Six were unqualifiedly opposed to the idea that 
this is always a surgical condition. Three of 
these were surgeons. 

One felt that an absolute “yes” or “no” was 
not possible. 

One said “yes and no; there may be many 
other factors to decide.” 

Two said “yes, usually.” 

One surgeon said “yes” to the adenomatous 
thyroid and “no” to the asymmetrically enlarged 
thyroid. 

Another felt the last six questions should be 
individualized and the patients seen by a spe- 
cialist. 
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Another felt that the x-ray sometimes cured 
these cases. 

Three did not answer this question. 

Question No. 9: That an adenomatous or 
asymmetrically enlarged thyroid with hyperthy- 
roidism is one of the most confusing goiters with 
which the practitioner is confronted because it is 
so frequently confused with heart disease, ne- 
phritis, high blood pressure, and “nervous break- 
down,” the presence of a small goiter being fre- 
quently overlooked entirely or its relation to the 
major syndrome being misinterpreted ? 

Fifty-four agreed unqualifiedly with the opin- 
ion expressed in the question. 

One was uncertain and one. omitted the 
answer. 

This question was intended to direct attention 
to the thyroid in the conditions mentioned. The 
writer feels very sure that in these cases the 
presence of a small goiter is frequently over- 
looked or its relation to the major syndrome mis- 
interpreted. 

Question No. 10: That iodine is of value in 
exophthalmie goiter only as a pre-operative meas- 
ure and only on one occasion. That is, while it 
will cause a remission of symptoms once it will 
rarely do so the second time, so that its use 
should be restricted to the pre-operative period 
of five to fifteen days? 

Forty agreed unqualifiedly. 

Six agreed with reservations. 

Five disagreed with the idea expressed in the 
question. 

Three disagreed with some qualifications. 

Two were undecided, 

In order to more clearly orient some of the 
answers and to present more accurately the view- 
point of some of the men, a few letters that 
accompanied the questionnaire are quoted. One 
man wrote: 

“Of course, questionnaires are very unsatisfac- 
tory. You have worded these questions allowing 
a more satisfactory answer by “yes” and “no” 
than is usually the case, and yet the problem is 
so complicated that even these questions are hard 
to answer. 

“Personally, we try out iodine for one week 
in every kind of goiter with symptoms unless 
accompanied by evidence of myxedema, in which 
case, of course, we use the thyroid gland itself, 
and at the end of a week by the patient’s feelings, 
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pulse, ete., make up our mind whether or not 
to continue; but we use only 3 mm. of Lugol’s 
twice a day and so avoid the danger of the rather 
large doses.” 

Another said: 

“T have answered your questionnaire on goiter 
and while the answers throughout are in the 
affirmative, local or case circumstances might, 
under their special conditions, modify these 
answers.” 

Another : 

“Enclosed you will please find my replies to 
your questionnaire. Amplifying those replies I 
should like to say in answer to question No. 1 
that I do not believe that municipal or state 
authorities should be allowed to treat a public 
water supply until exhaustive chemical analysis 
has shown conclusively a deficiency of iodine con- 
tent and further safeguarded by approval of the 
State Medical Association if the question be a 
statewide one, and of the County Medical Asso- 
ciation in municipalities. 

“Tn answer to question No. 5: We must realize 
that the ‘average doctor’ is a doubtful authority 
as to the diagnosis of ‘diffused colloid goiter, 
by which I understand you to mean adolescent 
goiter. Adenomas are sufficiently frequent in 
children of this age to make one look askance at 
« general advice of this nature. 

“In answer to question No. 7: I have stated 
that I do not believe that iodine is indicated in 
« toxic adenoma, whether in or out of the hos- 
pital and without regard to the number of days 
preceding operative procedures. It is my opin- 
ion that iodine is absolutely contra-indicated in 
all toxic adenomas except perhaps in the rather 
unusual combination with exophthalmic goiter. 

“Question No. 8 raises the question of making 
all toxic adenomatous thyroids subject to surgi- 
cal intervention. In the majority I believe that 
surgery is the more preferable method of treat- 
ment for these conditions, but it cannot be made 
an infallible rule. The degree of toxicity, the 
age of the patient, the presence of other condi- 
tions, which make surgery undesirable, may put 
a small per cent. of these cases into a group 
where galvanism, x-ray exposures or rest with ice 
bag may be indicated. It has been my experi 
ence that nearly all toxic adenomas which I have 
seen treated by these measures will, though they 
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improve for a time, present subsequent evidence 
of toxicity.” 


Another man says: 


“The problem of the use of iodine in these 
cases is subject to a considerable amount of 
debate and is more important to you where goi- 
ter is endemic in your locality than with us where 
it is only occasional. Nevertheless, I have seen 
much harm arise from its injudicious use and 
it seems almost impossible to convince some 
members of the profession that damage can 
arise from its use.” 

Another one: 

“No doubt the public health agencies shouid 
restrict their efforts to educating propaganda 
rather than the advising the use of iodine in 
various forms. This no doubt has done a great 
deal of harm. Furthermore, the benefit to be 
derived from the use of iodine when hyperthy- 
roidism is present is somewhat questionable. Its 
use should certainly be restricted to a limited 
period and then under strict supervision prepar- 
atory to the operation.” 

Another : 

“At this state of our knowledge I find it diffi- 
cult to give a categorical answer to all those ques- 
tions. Much work will have to be done before 
our knowledge regarding the connection between 
iodine and thyroid is complete.” 

The Dean of one school wrote: “I have 
wished to see that the opinion which I expressed 
was in fact the joint opinion of my colleagues 
here. The only question which I felt unable to 
answer ‘yes’ or ‘no’ is question No. 4, which 
i have marked with a circle, somewhat extending 
my opinion at the bottom of the page. Other- 
wise, to me the questions are more or less clearly 
stated and should, I think, receive wide assent.” 

This school is in a goiter zone. The extended 
opinion reads, “I think the school physicians are 
iow in a position to deal with goiter in children 
more effectively than are private physicians. I, 
therefore, raise the question as to whether this 
should not be regarded as an exception under 
this heading.” 

CONCLUSIONS 


In the main it is agreed that iodine should 
not be used as a public health measure in the 
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water supply or in table salt. Public health 
agencies should limit their activities to educa- 
tional work. 

_ Treatment should be left to the private physi- 
cian. 

Iodine should practically never be given to the 
adenoma without hyperthyroidism and should be 
given to the adenoma with hyperthyroidism only 
as a pre-operative measure. Many men do not 
believe it should be given even as a pre-operative 
measure to this type of goiter. Certainly its 
action in this type cannot be foretold, as it 
usually can be in the exophthalmic variety. 

In the latter most men feel that iodine should 
be reserved for use as a pre-operative measure 
and that it has a good effect but one time. A 
number of men feel that this effect may be re- 
peated and one felt that it may sometimes appar- 
ently effect a cure. 

In closing I would like to emphasize the wis- 
dom of always investigating the thyroid in cases 
of “nervous breakdown,” hypertension, nephritis 
and heart trouble. 


DISCUSSION 


Dr. H. V. Gould, Chicago: Dr. Hutton’s paper is 
of unusual importance, especially at the present time 
when we are trying to wake up the profession, educa- 
tors and public health officers to the pernicious effects 
of the universal use of iodine as in iodized salt, iodine 
in drinking water, milk, etc. We know very little 
about goiter, but we do know that iodine affects its 
activity. It may reduce or increase activity of the 
thyroid in the same patient at different times; it may 
even change the appearance of a section from an 
exophthalmic type to a diffuse colloid type. With 
iodine we may prevent goiter, kill or greatly assist in 
the cure of a patient, depending upon the type of goiter 
with which we have to deal, so that the first considera- 
tion in the treatment is a very careful diagnosis and 
classification. In this Dr. Hutton’s classification is of 
great value because of its simplicity and inclusiveness. 
We should strive in every way possible to make the 
public realize that enlargements of the thyroid should 
not be self treated; we should know ourselves where 
iodine should or should not be used. Indications for 
the use of iodine in thyroid conditions are 1, children 
under the age of puberty, especially in goiterous 
regions, of which this Great Lakes district is a part; 
2, at the age of puberty, if the goiter is of the diffuse 
colloid type and we are sure that there are no fetal 
adenomas present; 3, as a pre-operative measure in 
exophthalmic goiter and in most cases of toxic 
adenomata, very closely observed ; 4, as a post-operative 
measure, usually for a few days; 5, in some cases of 
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severe hyperthyroidism where surgery is impossible 
either through lack of consent or advisability ; 6, some- 
times in pregnancy, to prevent goiter in the fetus. 
Contra-indications are: 1, exophthalmic and ade- 
nomatous goiters over long periods of time, and where 
no surgery is intended (with certain exceptions) ; 2, 
adults who cannot be supervised and observed as to 
weight, pulse, etc.; 3, after thyroidectomy, except 
where hypothyroidism exists, and during the first few 
days following operation; 4, as a general health meas- 
ure for a whole community. Dr. C. L. Hartsock re- 
ports that for six months during 1925, at least twenty- 
five per cent. of the cases of hyperthyroidism operated 
upon at the Cleveland clinic were induced by the use 


of iodine. 

Dr. E. P. Sloan, Bloomington: Every man has his 
own classification of certain terms, because his con- 
ception of etiology is a little different. There are some 
terms and classifications, however, that I think we 
should try and get away from and one is hyperthy- 
roidism, which is used not only to mean excessive 
normal secretion from the gland, but also abnormal or 
toxic secretion. I think that hyperthyroidism should 
be reserved for excessive normal secretion from the 
gland. I think we are all convinced that in exophthal- 
mic goiter the secretion is entirely abnormal. In toxic 
adenoma we believe the toxemia comes from two 
different general causes, viz.: hyperplasia and absorp- 
tion of the products of degeneration. The hyperplastic 
type is benefited by iodine temporarily, while the other 
type is usually made worse. If we will keep in mind 
that there art two general groups of toxic adenomata 
and that one type is benefited by iodine and the other 
type is markedly made worse, I think that will settle 
the question as to whether the use of iodine is indi- 
cated. 

My objection to iodine salt is that it is unscientific. 
Even if it were all absorbed and you could control the 
amounts to the individual, I think that it would still 
be unscientific. I think that it should be always under 
the control of the physician and that applies to the 
other mineral elements of importance in the body as 
well as iodine. 

Dr. Hutton’s classification is very simple. I think 
that what should be stressed is the classification of the 
simple diffuse colloids. A great many can be cured 
by iodine, thyroid extract, hygiene, and other measures 
in the early stage, before they progress to the next 
or nodular stage. All the simple colloid goiters are 
incipient adenomatous goiters. I think that all public 
health men should be interested in the cure of early 
goiter but should be more interested in prevention. 
Surgeons and internists should cooperate with the pub- 
lic health men and try to prevent goiter because cer- 
tainly a very large percentage of the simple colloid 
goiters can be prevented, and if the simple colloids are 
prevented or cured, the incidence of serious goiter will 
be greatly reduced. 

This is an important field that belongs in great meas- 
ure to the men in public health work. 
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THE MANAGEMENT OF THE ASTH- 
MATIC* 
SaMvueEL M. Fernsera, .M. D. 


Associate in Medicine, Northwestern University Medical School; 
Attending Physician, Cook County Hospital; Attending 
Physician, Washington Park Community Hospital 


CHICAGO 


There exists among the medical profession a 
state of confusion regarding the subject of 
asthma. It is the exceptional physician, indeed, 
who will follow his asthmatic patient, step by 
step, in a logical manner, through the details 
preceding the treatment and then take up the 
treatment itself in an orderly way. The average 
physician’s attitude is to make a quick diagnosis 
and then to treat the patient with his favorite 
method. And each man, or group of men, has his 
favorite method to which he adheres religiously 
no matter how different the various asthmatics 
may be. The literature teems with examples of 
the above. One author confines himself entirely 
to management from the standpoint of sensitiza- 
tion; another pays attention practically only to 
foci of infection ; a third advocates vaccine treat- 
ment to the exclusion of everything else. Then 
there are the actino-therapists, the tuberculin en- 
thusiasts, the advocates of non-specific protein 
therapy, the roentgen-ray supporters and numer- 
ous others. Little wonder is it then that the 
practitioner has become confused and discour- 
aged. 

It is my purpose in this paper to show that 
there is little need for this chaotic feeling. It is 
my object to outline the systematic, orderly 
method of managing an asthmatic from the first 
consultation to the last treatment. At the outset 
it may not be amiss to remind you that the man- 
agement of the details of history and examina- 
tions are just as important as the details in 
therapy. This paper is based chiefly on a study 
of a group of approximately 400 asthmatics, in- 
cluding clinic and private patients, all of whom 
have been definitely followed up both as to diag- 
nosis and treatment. I will make no attempt to 
present statistical data at this time. 

Let us now take the patient as he consults us 
in the office and lead him through the steps 
necessary for a successful result. I will make 
no attempt to describe the minute details of the 
various steps in diagnosis and treatment, but 





*Read before the Section on Medicine, Illinois State Medi- 
cal Society, Moline, Illinois, June 2, 1927. 
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will merely present a skeleton outline which will 
enable the practitioner to intelligently pursue 
this course. 


History. A close inquiry into the patient’s 
complaints is the first procedure. The typical 
asthmatie will practically always give a history 
of the attack consisting of tightness in chest, 
dyspnea, cough and expectoration, in the order 
mentioned. The age of onset of these attacks is 
of corroborative evidence, as the true allergic 
asthmatic’s attacks begin early in life and prac- 
tically always before the age of forty. An in- 
quiry into the season of the year in which these 
attacks occur should never be neglected as it may 
point to the offending substance. 

The possible association with house pets, such 
as cats, dogs, canaries and parrots is next in- 
quired into. The occupation of the patient may 
be of extreme importance and should never be 
ignored. Inquiry should be made concerning 
objects in the patient’s home which may play an 
important part in the discovery of the cause of 
the individual’s attack. A hair mattress, or 
feather pillow, or an oriental rug may be the 
source of the trouble. The composition of many 
of our common household articles is ordinarily 
not understood and many a case of asthma is due 
to some material of which we have no suspicion 
that it enters into the make-up of common ob- 
jects in the home. 


The previous illness of the patient may have 
an important bearing on the present condition. 
If the dyspneic attacks followed a respiratory in- 
fection or pneumonia the probabilities are that 
we are dealing with the bronchitic type of 
asthma. The allergic asthmatic will very fre- 
quently give a history of having, or having had, 
other forms of manifestations of hypersensitive- 
ness such as eczema, urticaria, hay-fever, or 
hyperesthetic rhinitis.. In about 50 per cent. of 
the cases there will also be obtained a family 
history of allergic disease. 


Physical Examination. . Having obtained the 
above information we proceed next to examine 
the patient. In the chest during the asthmatic 
attack there will. be found generalized, coarse, 
musical rales.. If the attack is severe there may 


| be marked hyperresonance or percussion. When 


the asthma has been severe and of several years’ 
duration there will often be typical emphy- 
In the intervals between the 
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attacks in the uncomplicated case it may be im- 
possible to diagnose asthma from the physical 
examination. 

Pulmonary tuberculosis must be carefully con- 
sidered in the individual patient, as the associa- 
tion of the two diseases is not at all uncommon. 
Aortic disease must be ruled out because of the 
frequency with which spasmodic dyspnea is as- 
sociated with it. Other forms of cardiac dis- 
ease which may be responsible for spasmodic 
dyspnea can generally be ruled out by careful 
examination of the heart. Shortness of breath 
due to emphysema or chronic bronchitis, although 
difficult to differentiate from the physical find- 
ings alone, can usually be eliminated by an 
evaluation of the history together with the re- 
sults of the examination. The persistent thymus 
or substernal thyroid as possible causes for 
spasmodic dysnea can be ruled out by percussion 
of the upper sternum and by roentgenoscopic 
examination. 

Examination must not be confined to the chest. 
The importance of this lies not only in the dis- 
covery of other pathologic states but in the ob- 
servation of conditions which may have an im- 
portant bearing on the asthma. The ordinary 
sites of focal infections such as tonsils, dental 
apices, and sinuses, should always be carefully 
investigated, as they may be the cause of bac- 
terial sensitization or by their presence pre- 
dispose to sensitization by other agents. 


Laboratory Findings. After the physical ex- 
amination has been completed the next step is 
to do the essential laboratory work: a blood 
count, urine analysis, Wassermann test, sputum 
examination, and roentgenogram of the chest. 
In allergic asthma there is usually an eosino- 
philia, sometimes as high as 20 per cent. The 
Wassermann test is of help in diagnosis chiefly 
of syphilitic aortitis or syphilis of the lung. The 
urine examination will help to exclude other 
sources of dyspnea such as the acidotie dyspnea 
of diabetes or advanced renal disease. In doubt- 
ful cases blood chemistry determinations should 
be made. 

The sputum is examined in every instance. Of 
significance in the sputum are the finding of 
Curschman spirals and eosinophiles. The stained 
slides are carefully examined for tubercle bacilli. 
Another slide stained by Gram’s method is ex- 
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amined for the bacterial flora, and in certain 
cases the flora is more thoroughly investigated 
by cultures. The organisms most commonly 
found are the staphylococcus, streptococcus 
viridans, pneumococcus, micrococcus catarrhalis, 
micrococcus tetragenus, and bacillus influenzae. 

At the same time flouroscopic and roentgeno- 
scopic examinations of the chest are made. The 
things of special importance to be looked for on 
ihese examinations are cardiac disease, aortic 
disease, localized tuberculous markings, dense 
shadows due to abscesses or lung tumors, signs 
of bronchiectasis, and enlarged peribronchial 
glands. In the early uncomplicated case of 
asthma there are practically no lung changes on 
the film. Later it may show evidence of peri- 
bronchial infiltrations. 


Diagnostic Skin Tests. The completion of the 
history, physical examination and _ laboratory 
tests has determined at this stage the presence 
or absence of asthma and has indicated the prob- 
able allergic nature of the case. It remains, 
however, to determine the exact etiological diag- 
nosis, i. e., the particular protein or proteins re- 
sponsible for the asthma. This is, as we all 
know, a very tedious and laborious procedure and 
oftentimes it is a great disappointment when all 
the tests have been found negative. It would be 
extremely useful, therefore, to be able to judge 
at this stage before making the individual skin 
tests, whether a positive reaction is to expected. 
For this purpose the author uses a preliminary 
test originally described by van Teeuwen which 
has so far been positive in all allergic asthmatics 
and negative in others. This test consists of the 
introduction of .02 c.c. of an extract of human 
dander intradermally. A positive reaction in 
the form of an urticarial wheal indicates the 
allergic nature of the case and gives promise of 
obtaining positive reactions to some of the indi- 
vidual protein extracts. 

When a positive reaction is obtatned (and for 
the present in all other cases) the patient is 
tested with the individual protein extracts with 
which it is reasonable to suspect that he may 
come in contact. It is useless to make tests with 
materials which we know definitely to be ex- 
cluded from the individual’s environment or 
dietary. However, oftentimes we neglect to test 
for some proteins because we are not aware of 
the possible relation of these substances to the 
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everyday objects with which the individual 
associates. This fact has led the author to make 
a more or less detailed study of common house- 
hold objects and their composition, and the re- 
sults of this study are to be presented later. 

The skin tests are made by placing the protein 
extracts on linear scratches in the epidermis and 
allowing them to dissolve with the aid of a drop 
of N/10 sodium hydroxide. Reactions, which 
occur usually in 10 to 30 minutes, are indicated 
by an elevation of the skin surrounded by an 
area of erythema and itching. Departures from 
the typical reactions are erythemas without 
wheal formation and delayed reactions occurring 
after several hours. A positive reaction is inter- 
preted as a hypersensitiveness of the tissues of 
the skin to the protein in question. Whether or 
not that particular substance is the cause of the 
clinical manifestations must be investigated in 
each case by a careful inquiry into the history 
and by carrying out clinical tests, such as eating 
the offending food or inhaling the material if it 
falls in the inhalant group. 

Tn addition to these routine tests the patient 
is tested for an extract prepared from his own 
house dust, or if that is not obtainable, from a 
mixture of stock dust extracts. This is done pri- 
marily with the idea that it is not always possi- 
ble to determine all the substances with which 
the patient may come in contact, and that the 
house dust being a composite of all dust-produc- 
ing substances in the home will be likely to con- 
tain the offending protein. This procedure has 
proved very useful both in diagnosis and in 
treatment. 

In event that all the preceding tests are nega- 
tive the case will probably fall into the group 
classed as bronchitic asthma. The use of bacterial 
protein extracts in the diagnosis of these cases 
has been entirely disappointing. However, it is 
extremely fruitful to make intracutaneous tests 
with bacterial vaccines, the bacteria to be tested 
having been previously determined by direct 
smears and cultures of sputum and other sources 
of infection. These bacterial suspensions aré 
thick vaccines prepared in the accepted manner, 
each vaccine containing an individual species of 
organisms, and preferably autogenous. 

Treatment. The active treatment of the 
asthmatic individual should always be preceded 
by the above mentioned steps. The systematic 
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carrying out of these procedures will lay the 
foundation for treatment in the vast majority 
of instances. It is necessary, however, in some 
cases to employ palliative remedies during the 
process of investigation and observation. The 
treatment of the patient should, therefore, be 
considered from three standpoints: palliative 
treatment while the diagnosis is in progress: 
treatment of the patient found to be hypersensi- 
tive: treatment of the non-sensitive cases or 
those not benefited by specific methods. 

While the diagnosis is in progress palliative 
measures will often have to be resorted to in 
order to give the patient relief. Adrenalin hypo- 
dermically in doses suitable to the individual 
patient and given early in the attack is as a rule 
our most dependable agent. The hydrochloride 
or sulphate of ephedrin is being employed now 
with increasing frequency. This drug is usually 
given twice daily either orally in the form of 
tablets, capsules, or aqueous solutions, or hypo- 
dermically. If the individual’s asthma is asso- 
ciated with a considerable degree of bronchitis, 
iodides in doses of 10 or 15 grains will be help- 
ful. In obstinate cases the patient may burn 
powders or smoke cigarettes containing stramo- 
nium and lobelia leaves. Some sprays, especially 
those containing adrenalin, are helpful at times. 
Removal of definite foci of infection are always 
advised. The patient as a rule does better on a 
protein-spare diet. 

If one or more positive skin tests have been 
obtained definite steps can be undertaken which 
will have a practical bearing on the treatment. 
An investigation is made of the individual’s 
environment to determine the source of the of- 
fending substance as indicated by the positive 
reactions; this investigation may suggest further 
skin tests. At the same time clinical tests are 
made, as going into a stable to note the effect 
in a case that has given a positive skin test to 
horse dander. Whenever the object causing the 
patient’s asthma is located it should be removed 
from the patient’s environment. If this cannot 
be done the patient should be removed from the 
offending substance. In reality it is this latter 
factor that is so often responsible for the 
patient’s improvement when he changes location 
or climate. 


When avoidance of contact with the offending 
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substance is impossible or difficult we resort to 
the process of desensitization, or hyposensitiza- 
tion. This consists usually in subcutaneous in- 
jections of increasing amounts of the offending 
protein at intervals of two to five days. With 
the majority of proteins it is customary to begin 
with .1 ec. of 1:10,000 and increase that by 
.1 ¢.c. or more each time until 1.0 e.e. is reached. 
Then the next stronger (1:1,000) concentration 
is used. However, the initial dose and rapidity 
of increase is best gauged according to the 
patient’s individual reaction. In case of multi- 
ple positive skin reactions the patient is treated 
with the protein with which there is the most 
clean-cut clinical association or the one giving 
the strongest skin reaction. 

In the event that all sensitization tests have 
been negative treatment will necessarily be non- 
specific. Vaccines, especially autogenous, should 
be tried first. In case of failure to benefit from 
these other non-specific protein therapy should 
be tried such as B. typhosus vaccine, B. coli 
vaccine, milk injections, or peptone. Tuberculin, 
as advocated by some, may be tried at this stage. 
Along with the above methods, or in case of fail- 
ure of these, exposures to ultra-violet rays will 
often benefit the patient. Some cases that have 
not responded to any other method of treatment 
have done remarkably well with roentgen-ray 
therapy. 

In some obstinate cases, especially those asso- 
ciated with considerable bronchitis, 30 grains of 
sodium iodide intravenously every two or three 
days has improved the patient. In case of failure 
of all of the above mentioned methods the unfor- 
tunate patient may still obtain considerable bene- 
fit from well-planned medication or change of 
climate, 

It is rare indeed that the asthmatic going 
through in this systematic manner does not 
obtain a fair degree of relief from his symptoms. 


SUMMARY 


An outline is presented showing the systematic 
management of the asthmatic patient on the 
basis of our accumulated knowledge of the dis- 
ease. The execution of this plan will minimize 
the percentage of failures in the treatment of 
asthma. 
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During the past few years clinicians have ob- 
served a progressive increase in the number of 
Mexican patients. Their economic status com- 
pels them, for the most part, to seek free dispen- 
sary or hospital service. Coincident with the 
notation of this type of patient, the observation 
has been made that pulmonary tuberculosis ap- 
pears to be the most prominent cause of their 
disability. The situation with reference to this 
disease has become so evident that it was decided 
to correlate and study some of the available 
statistics relative to tuberculosis in this group. 

A survey of patients admitted to the tuber- 
culosis ward of the Cook County Hospital during 
the period from November, 1925, to November, 
1926, with special reference to Mexicans, follows: 
Total number of patients admitted 
Number of Mexican patients admitted 
Diagnosed: 

Pulmonary tuberculosis..........ccccccccecsvevevcons 

Moderately advanced 

Far advanced 

Non-tuberculous 

Doubtful 

The total number of deaths in the Cook County 
Tuberculosis Hospital during the year was 733; 
the number of Mexicans who died of tuberculosis 
in that hospital during the year was 29. 

A summary covering the points of interest in 
the classification relating to Mexican patients 
admitted follows: 

Sex: 

Male ... 

ROR nis dase sinwintat 
Age incidence: 

7-14 years 

15-24 years 

25-34 years 

35-63 years 
Marital state: 


Occupation: 
School 
Laborers 
Housework 
Length of residence in Cook County: 
Under one year 


“A study based on the admissions to the tuberculosis division 
cf the Cook County Hospital, from November, 1925, to No- 
vember, 1926. Read before Chicago Tuberculosis Society, 
March 10, 1927. 
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One year 
Two years 
Three Years . 


Over four years 
Not ascertained 


Length of stay in the hospital of patients who died: 


One day 
One week or less 


Two weeks or less 
NN NINN TNS nro 6 15 oa nw 4 6 hie ase pw AN OE Wo 8 


Eight weeks or less 
Sixteen weeks or less 
Five months 

Disposal of the remaining nineteen cases: 
In hospital 
Transferred to Oak Forest 
Transferred to Surgical Department 


Several of the patients released were far ad- 
vanced cases, in fact, a few were terminal cases 
who preferred to die at home. One of the 
patients, a child of seven with an acute ulcerative 
type of pulmonary tuberculosis, was taken home 
in a moribund condition. A boy of thirteen 
years with marked softening and cavitation 
throughout the left lung, improved remarkably 
with artificial pneumothorax treatment. 

The statistics presented permit of analvsis 
from various angles, some of which may be dis- 
cussed in a somewhat detailed manner. 

Admissions to Cook County Tuberculosis Hos- 
pital. Of Mexican patients, there were 48, or 3.03 
per cent. of the total of 1,582 admissions, The 
Mexican Consul estimates the number of his 
people in Chicago as 7,000. They constitute, 
therefore, about one-fifth of one per cent. of the 
total population of this city, which is estimated 
to be 3,101,000. The ratio of admissions to the 
relative population was 64 per 10,000 in Mexi- 
cans as contrasted with about 5 per 10,000 in 
the general population, including negroes, who 
constitute over 20 per cent. of the admissions 
to the tuberculosis ward of the Cook County 
Hospital. The fact that most of the Mexicans 
admitted were far advanced cases, and that rela- 
tively few are inclined to accept hospital treat- 
ment as readily as does the general public, is an 
added indication of the size and importance of 
the tuberculosis problem in this group. 

The Death Rate. During the year, 29 of the 
48 cases, or about 60.5 per cent. of those admitted 
to the tuberculosis ward, died. The death rate 
in the general admissions exelusive of Mexicans, 
hut including negroes, who comprise over 20 
per cent. of the admissions during the year, was 
about 46 per cent. This indicates that the disease 
in Mexicans is either more virulent or that their 
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resistance is below the average. The death rate 
in Mexicans constituted almost 4 per cent. of 
the total death rate in the tuberculosis division 
of the hospital during the year, in contrast to 
the fact that they constitute only one-fifth of one 
per cent. of the city’s poulation. 

Considering the mortality rate from Cook 
County Tuberculosis Hospital alone, and tota!ly 
disregarding the deaths from pulmonary tuber- 
eulosis in Mexicans outside of Cook County 
Tuberculosis Hospital, namely a total of 29 per- 
sons in a population of 7,000, gives us an average 
of 40.0 per 10,000 as against 6.65 in the general 
white population. This finding must receive 
its proper evaluation, in the analysis of a city’s 
mortality statistics as an index of its efficiency 
in handling the tuberculosis problem. 


Age Incidence, Sex and Occupation. Twenty- 
seven out of the 48 admitted were under 25 years 


of age. The mortality rate with reference to 
age was as follows: 

17 years.....++ 1 22 years....... 1 26 years....... 2 
18 years....... 3 SB yeass........ 2 SO yenrs....... 2 
19 years....... 2 24 years....... 5 31-63 years..... 9 
Ue: a 1 25 years....... } 


The oldest patient, age 63, died of chronic 
pulmonary tuberculosis after 33 days in the 
hospital. 

The predomination of males is probably in pro- 
portion to the number of men in the total Mexi- 
can population. That women are less likely to 
go to a hospital, may also be a factor. 

The men were all laborers; many were em- 
ployed on railroad tracks and in the Chicago 
Stock Yards. The type of labor was unusually 
heavy. The women’s activities were confined to 
housework, which in many instances presents a 
more difficult task than in the case of the average 
housewife, because in most of the homes every 
bit of available space is used for boarders, who 
have to be catered to. 


Length of Residence in the County and in the 
Hospital. The period of residence in Cook 
County of all Mexican patients admitted ranged 
from one week to fifteen years. Of the patients 
who died, the length of residence varied from one 
week to four years, with two exceptions, namely, 
a patient 63 years of age, who resided here for 
seven years and one 24 years of age, whose record 
states that he was in the county thirteen years. 
It may be assumed that the nine patients whose 
length of residence could not be ascertained be- 
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cause of their inability to make themselves un- 
derstood, were recent arrivals, 

The period of residence in the hospital was 
comparatively short. Twenty-three out of a 
total twenty-nine patients who died were in the 
hospital two months or less. This also suggests 
a virulent type of infection apparently associated 
with a lowered state of immunity. A delay in 
admission must also be considered. 

Types of Cases. The diagnosis on admission 
was far advanced pulmonary tuberculosis in 39 
cases and moderately advanced in 7. One patient 
was diagnosed non-tuberculous and another with 
lung abscess and bronchiectasis with negative 
sputum was placed in the doubtful column. 

The patients observed in all age groups pre- 
sented a clinical picture of chronic ulcerative 
pulmonary tuberculosis, bordering on the acute 
type. In many instances it was difficult to form 
an opinion as to whether one was dealing with 
an acute pulmonary involvement bordering on 
or merging into the chronic or chronic pulmon- 
arv tuberculosis bordering on the acute type of 
the disease. The ulcerative element seemed to 
predominate. The usual findings on admission 
included fine, medium, or large moist rales in 
one or more, frequently in both upper lobes with 
signs of cavity formation associated with little 
or no exaggeration of the normal breath signs to 
indicate a tendency to fibrosis or induration. 

A few cases were complicated by pleurisy with 
effusion which, however, seemed to have no favor- 
able influence on the course of the disease. Sup- 
purative tuberculous cervical adenitis was a com- 
plication in two cases. One case with tuber- 
culous involvement of the sternum was observed. 
Fistula in ano was not observed. 

There were no cases diagnosed miliary tuber- 
culosis or tuberculous meningitis in this group. 

Etiologic Factors. The clinical picture of pul- 
monary tuberculosis associated with a lowered 
state of immunity was evident. The histories 
denote recent development of activity, in fact, 
are suggestive of probable recent infection. Many 
of these patients have Indian blood, come from 
ranches and agrarian districts and apparently 
lack the immunity conferred by generations of 
contact with the tubercle bacillus, as well as the 
ability of adapting themselves to an urban en- 
vironment of an unfavorable nature. 

Although the possibility of recent infection 
exogenous in character rather than endogenous 





64 ILLINOIS MEDICAL JOURNAL 


may be considered, it is obvious that there are 
many factors that would require careful study 
and evaluation to form a scientific basis for such 
a view. 

Thirty-six patients, according to their state- 
ments, were in the county three years or less. 
This is a relatively short period, in fact, short 
enough to require a consideration of the possi- 
bility of these people having been admitted to 
the United States with latent or active pulmon- 
ary tuberculosis. The fact that the disease was 
far advanced in the great majority of admis- 
sions, although this group is probably less in- 
clined to accept early hospital care, would tend 
to support this view. 

It would be of value were it possible to obtain 
statistics concerning the prevalence and mortal- 
ity rate of tuberculosis in the districts in Mexico 
from which these people come. This, however, is 
probably impossible. 

Environmental Considerations. The possibil- 
ity of the environment and occupation being a 
fatcor in the development of the disease cannot be 
overlooked. In my contact with adverse environ- 
mental situations over a period of nine years of 
dispensary service, I can assert without reserva- 
tion, that I have as yet to see other home condi- 
tions so unfavorable and so undesirable as those 
under which these people live. It is not unusual 
to find as many as twenty Mexicans in six rooms. 

As a group, those observed are not robust; in 
fact, they appear to be of inferior physique and 
unsuited for the heavy labor they are compelled 
to perform. Their income is meager and their 
diet is affected accordingly, a combination ideal 
in preparing the soil for the propagation of the 
{ubercle bacillus in a group who are, for reasons 
of language difficulties, inaccessible to health 
propaganda. 

Public Health Aspect. The evaluation of the 
statistics presented makes it evident that we are 
dealing with a situation which in view of the 
fact that Mexican immigration is on the increase. 
must be reckoned with in anti-tuberculosis ac- 
tivities in the community. Whether it is due to 
their physical condition, their environment, or a 
combination of both, the amount of tuberculosis 
in this group is out of all proportion to the prob- 
lem in the general population. The importance 


of this finding from a public health standpoint, 
and the need of adopting measures which will 
remedy the stiuation, is obvious. 


The problem 
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must be studied from a research, public health 
and social service standpoint. A survey of this 
portion of the population should be instituted to 
ascertain : 

1. The exact incidence of pulmonary tuber- 
culosis. 

2. The basis for the increased incidence, and 

3. The relation of the problem presented to 
community health. 

A survey would also facilitate the early dis- 
covery of many cases, an important measure con- 
sidering the crowded home conditions and the 
apparent lack of immunity in the contacts. 

The cooperation of social and civic agencies in 
communities where these people live and espe- 
cially of employers of this class of labor, is neces- 
sary in dealing with the problem. 


CONCLUSIONS 


The data presented based on observations in 
the Tuberculosis Division of Cook County Hos- 
pital permits of the following conclusions: 

1. Tuberculosis is very prevalent in Mexicans 
in this city. The number of admissions to the 
relative population was almost fourteen times as 
great in Mexicans as in the general population. 

2. Tuberculosis is more virulent in Mexicans, 
although they manifest a certain degree of im 
munity as is demonstrated by the finding that 
miliary tuberculosis was not observed. 

3. The tuberculosis death rate is high, at 
least six times the average death rate in the 
general white population. 

4. The tuberculosis situation in this group 
gives rise to a public health problem which prom- 
ises to grow in importance with the increased 
trend of immigration. 

5. Tuberculosis should be given first consid- 
eration in the diagnosis of patients of this type 
who present themselves for treatment. 

1325 Independence Blvd. 





THE PSYCHOSES OF SHAKESPEAREAN 
CHARACTERS 


C. L. Wuirmrre, M. D. 
U. S. V. H. No. 62 
AUGUSTA, GEORGIA 
The study of psychiatry is such an abstract 
affair at its best and so relatively new when one 
considers the scientific management and care 
which are given to this unfortunate group of 
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individuals that for several years I have been 
curious to know how the people of a century or 
two ago felt about the insane. We have the his- 
tories of medicine which give us the scientific 
side of the question, but it was the laity’s atti- 
tude that aroused my interest. The mind of the 
medical man has so changed over the passing 
vears in its relation to insanity that it is no 
wonder that the mind of the average person 
shows an even greater divergence in this field. 
The customs and thoughts of any era of man- 
kind are given permanence in its literature, so 
taking Shakespeare as a typical and observant 
recorder of the lives and manners of his time, 
I sought to find out how intimately he under- 
stood and recognized the insane. The literature 
was meagre—so meagre in fact as to be prac- 
tically worthless for my use. The volume of 
Shakespeare’s literary efforts being so compre- 
hensive, it was not so much a question of which 
manuscripts to consult, as it was which of them 
might be properly excluded and still obtain the 
desired result. Consequently it was thought best 


to choose only the plays, for character building 
would be more intensified and more vividly 
shown in the dramatic presentations. The 


dramatis personae of thirty-four plays were stud- 
ied; the various sonnets and shorter poems were 
not considered. The unusualness of the subject 
was a source of stimulation and flagellated my 
spirits when attempting to analyze the psychotic 
tendencies of each of the.seven hundred-odd 
principal characters that Shakespeare has drawn 
in more or less detail in his dramatic works. 
William Shakespeare was born in 1564 and 
wrote quite consistently up to the time of his 
death in 1616. The thoughts and deeds of all 
men are more or less influenced by the thought 
and action of the world at the time they are 
making their niggardly way across their allotted 
span. But this man seemed to be a little ahead 
of his sphere, giving to succeeding generations 
much more than his environment could possibly 
give to him, looking upon life and people with 
an acute and shrewd insight that was all the 
more remarkable because it covered such a wide 
diversity of subject. He was such a versatile 
Writer, touching on all the comedy and tragedy 
that would appeal to the aristocrats as easily as 
to the more critical middle class. He had a 
superficial knowledge of more subjects than any 
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of his contemporaries. Can we not find out 
through his works what he knew about insanity ? 
None can make any positive affirmation in re- 
gard to the habits of Shakespeare. Behind the 
mask of comedy or tragedy the man seems to baf- 
fle the shrewd and laugh at the wise. To try to 
snatch away or even to peep under it smacks of 
audacity. 

It was during his period of writing that medi- 
cine was said to be in a state of malaise in so 
far as reaching improvements were concerned. 
Cesalpinus opined that blood and vital spirits 
passed from the arteries to the veins during 
sleep because at that time there was a swelling 
of the veins and a diminution of the pulse. About 
the date of Shakespeare’s birth it was first found 
that there were valves in some of the veins, and 
Eustachius discovered the abducens nerve and 
the suprarenal glands. Felix Plater was urging 
the psychic treatment of the insane and Emperor 
Rudolph II of Germany, who was the arch- 
patron of alchemy, was devoting much of his 
fortune and his entire time to his quest of pota- 
ble gold, the philosopher’s stone and the elixir 
of life. Just before the author’s death, Harvey 
was teaching about the circulation of the blood, 
but that work was not published until 1628. 
The men of the seventeenth century were finally 
becoming weaned away from all that had been 
worshiped so blindly in the previous century— 
they were beginning to choose paths for them- 
selves amongst the facts which experimental sci- 
ence had furnished them. Later in the year 
Newton propounded his laws of gravity and the 
value of cinchona was established. Sydenham 
was treating syphilis by administering mercury 
until two kilograms of saliva were discharged 
daily—certainly a bubbling over of enthusiasm. 
The fifteenth, sixteenth and seventeenth centu- 
ries meant a complete arrest of development for 
medicine. Of all the branches of medicine, 
obstetrics was at the lowest ebb during the 
life of Shakespeare. It is true that Vesalius, 
Fallopic and others had furnished us adequate 
studies of the female generative organs, but un- 
fortunately the physiology and mechanism of 
labor were unknown. The result was that the 
mortality rate in normal labor was 50% and in 
complicated labor it was appalling. Two great 
advances were made in the early part of the six- 
teenth century—podalic version and the develop- 
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ment of the Caesarean section. Witches and 
devils figured prominently in the thoughts of 
men—indeed in the mind of no less a man than 
Luther. Bewitched individuals were frequently 
toasted and burned, so when we find later on 
that Shakespeare had these types in his plays 
there is no special reason for us to assume that 
they were of a delusional nature though oft- 
times the phrase “bewitched of the devil” really 
referred to a psychotic behavior. The tendency 
of his world was to give credence to all such 
happenings that we now look upon as belonging 
to the supernatural, the soothsayers having a 
more loyal following than many of our present 
day idols. Medical students were itinerants, 
traveling about from school to school, stealing 
money, food and whatever was not nailed down, 
roving about and leading the most dissolute lives. 
Even the professors themselves were more or less 
overpowered by the spirit of “wanderlust,” so 
that university faculties changed complexions 
frequently. Even practicing physicians led a 
nomadic life. Herb doctors, quackery and super- 
stition were parts of the physicians’ armamen- 
tarium and through soothsaying and the intri- 
cate pseudo-science of amulets they were able 
to intrigue the unsuspecting populace. Ethical 
practice was not one of the early attributes of 
our noble profession. Uroscopy was a popular 
art and consisted in diagnosticating diseases by 
gross visual inspection of the urinary output of 
the patient. 

With attention held upon that background 
which bred the attitude of Shakespeare toward 
medical matters, we can better observe the shap- 
ing of his characters in the light of psychotic 
evidence as he presents and describes each one. 

This paper will deal with only the psychotic 
elements of the various characters, no effort be- 
ing made to analyze the personalities of those 
whose behavior is constitutional or neurotic. 
The adequacy of this stand will readily be appre- 
ciated when we realize that a character is 
brought upon the scene often with little or no 
preparation. In order to tell a Constitutional 
Psychopath, for example, we would have to know 
many points in his behavior life for years back 
and the reactions he would have undergone when 
certain situations were to be met. A play gives 
but the main high points of a character and cov- 
ers at most but a few years of time. The treat- 
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ment and care of the feebleminded is a neuro- 
psychiatric problem and in Shakespearean days 
we find that many of the court fools, dwarfs and 
jesters, though supposedly feebleminded, were 
thought to have moments of extreme wisdom. 
Indeed the misshapen creatures were looked 
upon as oracles and to consider the words that 
they would sometimes utter and the poetry that 
they would extemporize definitely cast them out 
of the feebleminded group. For example, we 
should hardly consider one a low grade defect 
who speaks learnedly and accurately of the “pia 
mater” as does the dwarf in “Troilus and Cres- 
sida.” Nearly every play has amongst its person- 
nel such a buffoon to relieve the terrible tragedy 
that surrounded the life of so many of the char- 
acters. It is purely for the comedy relief that is 
used by most playwrights for its dramatic effect 
that Shakespeare has given them form at all— 
he shows no great insight into the field of fee- 
blemindedness and only seems to have consid- 
ered a person as feebleminded who was a grovel- 
ing or drooling idiot. He did not appreciate 
or distinguish the moron class, and the border- 
line and dull groups were not classified until 
centuries after his time. As we look at his char- 
acters we can see where many of the minor ele- 
ments, such as the common soldiers, the rabble 
and the citizenry were of low intelligence, the 
maids, the gardeners, the prostitutes and those 
to whom he was pleased to give no more identity 
than to call them knaves, would in this day be- 
long to the subnormal group of mentality. 

In the “Tempest,” Prospero, the rightful 
Duke of Milan, casts a spell over the brother 
who is ursurping his throne and also over the fol- 
lowers of his brother. This spell holds them in 
a melancholy grip wherein they are “brimful of 
sorrow and dismay.” The men are weeping and 
are retarded in thought and action. This has 
an acute onset and has something to do with 
their senses, for Prospero remarks later that he 
will break this charm over them and restore 
their senses. He refers to this spell as putting a 
plague on them. This disorder is something on 
the order of acute melancholy but of course dif- 
fering a great deal from the melancholia that we 
recognize today, both as to etiology and course. 
When the proper mystic rites are invoked the 
grief and sadness pass away miraculously. There 
is no history as to whether or not any of the 
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subjects had ever experienced a similar attack 
previously to the unfortunate meeting with this 
brother, but we may assume that in those days 
such a procedure was rather common and anyone 
at any time was apt to have a depression thrust 
upon them for policy sake. Since the course 
depended upon the whim of the individual who 
had the power to enforce the dictum, the prog- 
nosis was not as hopeful as in the cases of melan- 
cholia with which we are familiar. 

In the play “Troilus and Cressida,” Cassan- 
dra, the daughter of King Priam of Troy, is pic- 
tured as a prophetess. Now many, if not all of 
those who pose as prophets, are neurotics or at 
least have a touch of the unreal in their make- 
up. But this young lady goes beyond that phase. 
She is spoken of by her brother as being his 
“mad sister.” Her entrance on the stage is pre- 
ceded by a shriek and when she appears her hair 
is dishevelled, her eyes are staring and fixed, her 
pupils are dilated, she seems to hear no one who 
is trying to quiet her and continuing in this 
hyperactive manner she runs across the stage, all 
the time giving advice as to how to win the 
present war against Greece. Her ravings are 
looked upon as divinations and her people crave 
to be guided by them. Her brothers call her 
mad and speak of her brain sick raptures. She 
can talk sensibly at times, as is shown when she 


‘ beseeches her brother Hector to unarm for fear 


he will be harmed in the coming conflict. She 
obeys simple commands such as going to call her 
father, is distractable and is apparently oriented. 
She is said to be able to foresee the future and 
evidently has been able to guess fairly well in 
her past efforts, for the King, her father, uses 
her statements in his arguments to keep his son 
Hector at home. She dramatically describes the 
events which will transpire within the next few 
hours, gesticulating all the while, eyes fixed and 
entirely shut in from others. She is able to ac- 
curately predict her brother’s death. This man- 
ner of acting extending over such a long period 
of time, evidently for many years, seems to be 
a manic reaction. We do not know whether or 
not she had had any depressed moments, whether 
she was ever retarded mentally and physically, 
sO can presume she was a hypomanic. Her ac- 
tive interest in all that went on about her except 
for the brief periods when she struck an attitude 
and felt called upon to utter a few prophecies, 
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precludes the possibility of her being a praecox. 
She was not confined, but allowed to roam at will 
through the immense estate, so she was evidently 
harmless and well understood by her people. 
Her prophetic utterances were the audible reac- 
tions to her auditory hallucinations. 

Much has been written about the character of 
Julius Caesar, and of all the characters in 
Shakespeare he is the one that is probably the 
best known to most people. But Caesar, for all 
his conquests, had his weaknesses—just as did 
Napoleon. Someone has declared that genius is 
akin to madness and that seems to be true, for 
wherever we find someone who has unusual abil- 
ity we can, if we would look carefully enough, 
find some traits which are not so admirable. 
But poor Caesar had an organic affliction that 
was as detrimental to his future as his -having 
envious friends. He was an epileptic with grand 
mal seizures. Often when in a crowd or during 
some excitement a seizure would come over him 
—he would fall down, froth at the mouth and 
would lose consciousness. Sometimes he would 
do things which he would afterward know were 
wrong, for when he regained consciousness he 
would ask if he had done anything amiss while 
in that state. He no doubt had performed in 
a manner quite unbecoming an emperor during 
some of these attacks in the past and this had 
made him acutely aware of his trouble. His 
people would excuse these acts, realizing and 
publicly discussing his infirmities. He would 
gasp for air, become cyanosed and would clutch 
at the neck of his doublet. But he hardly had 
the personality that we are accustomed to asso- 
ciate with an epileptic. He was not irritable, 
though he was quite egotistical. He did not 
have that persistent paranoid feeling—instead 
he would trust far more people than he should 
have and was so easily misled by these associ- 
ates that he could not fathom their intentions. 
When he was offered the crown he gently refused 
it three times and each time he did so with more 
of an effort than the preceding time, for he 
really desired the prestige and authority with 
which it was invested. This repression of over- 
whelming desire was too much and brought on 
a grand mal seizure during the ceremonies. He 
showed but little deterioration though he appar- 
ently had several seizures every month. There 
is no evidence that he was psychotic along with 
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his epilepsy. In the same play before the mur- 
der of Caesar, one of the plotters, Casca, thought 
he witnessed many weird and unusual sights 
during the storm, which he interpreted as being 
omens of fate. Such as seeing a hand of a slave 
all afire though unharmed by the flames—a lion 
which passed him by without growling at him— 
women who declared they saw men in flames 
walk up and down the street, and other simi- 
lar fantasies. Before this, Casca had apparently 
been a normal individual, but we can explain 
these hallucinatory experiences as the result of 
the stress under which he has been laboring the 
past week perfecting his part in the proposed 
murder of Caesar. He is hardly a psychotic and 
these ideas are more psychogenic hallucinations 
of a neurotic under acute stress. It was partly 
superstition in those days to account for the un- 
usual by giving it a meaning of portending evil. 
Calphurnia, the wife of Caesar, the night before 
his death spoke of occurrences that to her were 
evil omens—a lion had given birth to a litter in 
the streets—the graves had opened and had given 
up their dead—fiery warriors had been seen 
fighting upon the clouds and their blood had 
fallen on the Capitol. Ghosts had squealed and 
shrieked about the streets. I believe these events 
are described merely to hold the attention of the 
audience and that Shakespeare had no idea of 
any deeper significance in their relation to the 
characters that uttered them. The dramatic 
value of such statements was fully appreciated 
by the author and he was too well aware of the 
value of suspense and tensity to allow a minor 
inconsistency of behavior to spoil his big mo- 
ment. 

The various ghosts and apparitions that ap- 
pear in the play of “Cymbeline” are but the 
physical visualizations of the dreams of Post- 
humus, and like the former are used only for 
their dramatic value and have no psychotic sig- 
nificance. This method of helping the main ac- 
tion of the play was a favorite of Shakespeare 
and sometimes he overworked it as all of us are 
apt to do with our pet ideas. It was a forceful 
method in the early theatre but rather passé in 
the world today. 

The word “mad” is often used to denote that 
which we term as insanity. In “Titus and An- 
dronicus” the Roman general after whom the 
play is named is stricken with grief following 
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the rape and subsequent blinding of his daugh- 
ter. He strikes at shadows which appear to him 
as having physical body—people call him a mad- 
man. It is probably the acute depression of a 
manic depressive psychosis, for there is no his- 
tory that he was afflicted mentally before the 
sequence of events transpired which caused him 
to lose his reason. The ingratitude of his sov- 
ereign state was also a factor in this breakdown. 
He is attended day and night to see that he 
comes to no harm—does a great deal of talking 
which is not at all like a case of true depression 
—is hyperactive a few minutes after he is sup- 
posed to be so depressed and performs many 
queer and senseless acts, such as shooting arrows 
to the stars with letters attached. He is humored 
in these actions by his kinsmen who are trying 
to keep him quiet. This sudden change from 
ene extreme to the other might be the author’s 
attempt to portray a mixed manic, but the phases 
follow each other too closely. The intervals of a 
few minutes or at most a few hours is not con- 
sistent with the type that we classify today. But 
Shakespeare is often inconsistent. He seldom 
holds true to any one type and often envelops 
his characters with embodiments of the several 
types with which he happens to be familiar, with 
no special reason for so doing. The letters of 
Titus are addressed to Heaven, to Jove, to Mars, 


to Apollo and to Mercury, but we must weigh’ 


this point in the light of the understanding of 
the day when the people fully believed in such 
deities and daily looked to them for the redress 
of their real or fancied wrongs. Such in them- 
selves are not to be considered as we do at this 
time when we see patients write letters to God. 
Titus is also allowed to show a marked paranoid 
nature by means of his libeling attitude against 
the Senate and blazoning its unjustness toward 
him to all who would give him ear. His age 
(he is a grandfather) would account for part 
of his trouble, not having the mental and phys- 
ical stamina to withstand such shocks as he was 
forced to bear—with a suddenness that was ter- 
rific. There is one character throughout this 
play that has a personality that is difficult to 
analyze. That is Aaron the Moor. His chief 
aim in life seems to be in plotting death and 
torture to all the enemies of his master. He is 


either directly or indirectly responsible for the [ 
death of eight people and also for the ravish- [7 
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ment of the daughter before mentioned. For 
lack of anything more terrible to call him he 
would seem to belong to the constitutional psy- 
chopathic group having criminal instincts. His 
cardiac frigidity is infinite and he is apparently 
without any of the finer or noble emotions that 
constitute the average human being. His last 
speech is indicative of his entire attitude toward 
life, namely: “I am no baby, I, that with base 
prayers I should repent the evils I have done: 
ten thousand worse than ever yet I did per- 
form, if I might have my will: If one good deed 
in all my life I did, I do repent it from my very 
soul.” His very cunning makes him all the more 
dangerous and to gain his end he would stop at 
nothing. If we were given more of his past 
history there are many points that would dove- 
iail into a paranoid condition. 

The hero in “Pericles” has approached Diana’s 
temple to learn the identity and present where- 
abouts of the wife he had believed buried at sea 
many years before, when there appears to him a 
vision of Diana. This vision appears while he 
sleeps and is in a physical form, so can not be 
called an hallucination. 

King Lear is an old man, just how old we 
do not know, but he has been on his throne for 
many years and had been a well liked monarch. 
Lately his actions have been a little unusual— 
so much so that his daughters have noticed it 
and have taken it upon themselves to criticize 
his every deed. He is becoming irritable and 
fault-finding and they speak of him as being in 
his dotage. They turn against him and refuse 
to allow him to live with them—behaving much 
as the modern youths who feel that their elders 
are in the way when age has fastened upon them. 
The King has periods wherein he tears his hair 
and his people say that his wits have begun to 
unsettle. He officiates at a mock trial in all seri- 
ousness while the populace are amused. He is 
blind and friendless and talks of suicide. Later 
on toward the close of the play he appears fan- 
tastically garbed, dressed with garlands of flow- 
ers twined about his head and body. He speaks 
loud and long, berating the ingratitude of his 
family but never with any irrelevance. As one 
first becomes acquainted with Lear we feel that 
he has a senile type of psychosis, for the trouble 
Was insidious and up to the point of breaking 
he had been able to govern his kingdom wel. 
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The attacks of depression are usually associated 
with the manic group, but we know that seniles 
have fits of crying and weeping that are almost 
childlike. Would not the combination of depress- 
ing situations such as he has been confronted - 
with, that of being blind and turned away from 
his kingdom by ungrateful daughters who refuse 
to allow him to spend his old age with them, be 
true etiological factors for his depressed moods 
and would not ideas of suicide be quite adequate 
on such an occasion? There is no slowing of 
thought or speech, nor even of action, so the de- 
pressive views are but minor episodes in the senile 
changes. When he comes out so weirdly and 
fantastically dressed, it makes one think of a 
praecox who has been bedecking and ornament- 
ing himself, but the onset so late in life, to- 
gether with the other points that we have, enable 
us to rule out that diagnosis. 

Shakespeare must have had some acute worry 
or other mental strain during his impressive 
years, for so many of his characters have shown 
signs of a behavior change immediately after 
experiencing some great emotion. Even today 
such an etiological point is freely offered. When- 
ever one of his characters is beset with remorse 
or intensified feeling over an approaching action, 
it seemed to be quite the thing to visualize some 
horror connected with the act. A short time 
before Macbeth stabs Duncan, King of Scotland, 
he sees, a dagger in the air—he clutches at it, 
but being a hallucination of sight his hand 
comes back empty. He has a little insight into 
this discrepancy, for he asks himself if this false 
creation did not come from a_heat-oppressed 
brain. One could not attach a psychosis to Maec- 
beth on this point alone, but he also claims to 
have heard strange voices that made remarks 
about his contemplated murder of Duncan. His 
mistress does not hear the voices and tells 
him that he should not unbend his noble strength 
to think so brain-sickly of things. Coriat has 
called Lady Macbeth an hysteric. True she was 
the forceful nature in the Macbeth household 
and probably had it not been for her aggressive- 
ness and purposeful antagonism towards Dun- 
can, the murder would not have been committed. 
Macbeth was too weak willed—often was on the 
verge of giving up the whole bloody action, but 
was spurred on to its completion by the sarcasm 
and insinuations of cowardice directed to him 
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by his wife. But nowhere can I see where she 


can with logic be called a hysteric. She had 
a will that brooked no opposition and was given 
to wildly declaiming her plans for action. Her 
egotism was the basis for her irritableness and 
it was to further that ego that she made Macbeth 
her unwilling agent. Later after Macbeth has 
ordered the murder of Banquo by some profes- 
sional thugs, he was able to see the ghost of 
Banquo. He was in a nervous state of mind for 
days preceding this event and when a company 
of courtiers sat down at the table, the ghost ap- 
peared at the place set for Banquo. Macbeth 
talked to it—prayed to it—but no one else at the 
table was able to see it and finally Lady Macbeth 
excused his actions by saying they dated from 
childhood. We would think perhaps that he 
might have been a praecox if this statement were 
true as to duration but we cannot take the state- 
ments of the Lady too seriously when we remem- 
ber that she was equally guilty with Macbeth 
and only spoke thus to distract attention from 
him which might finally center on herself. At 
the gathering of the witches many apparitions 
are seen but these are present for dramatic effect 
and are brought about by the witches and not 
through any process of Macbeth’s imagination. 
This problem of witchcraft is so intermingled 
with all of Shakespeare’s plays that it is hard to 
state where psychosis begins and where the events 
are merely his delightful attempts to portray 
unusual sequences in terms which the people of 
the day believed. 

Hamlet throughout the years has always been 
given the sobriquet of the “Melancholy Dane.” 
Just how inaptly this really, in my opinion, 
applies to him we can see in a few minutes, Ap- 
paritions appear and disappear with good fre- 
quency in this play—sometimes one person sees 
one and sometimes two or three persons see the 
same one. In the latter case they surely cannot 
be called hallucinations and are stage effects 
enly. Hamlet does become sad and broods a 
great deal over the death of his father, the King, 
and the subsequent marriage of his mother to 
the brother of his father, who has now ascended 
the throne that rightly belongs to Hamlet. His 
sweetheart was told to place a restriction on her 
outward affections for him and this did not serve 
to make him any the more jubilant. He would 
fast, then sit for long hours at a time saying and 
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doing nothing, a veritable depressed attitude |! 
will grant. But he would quickly come out of 
that phase and would become noisy and talkative 
and would rave like a manic. These moods 
changed so suddenly and he would pass from 
one to the other and back again several times in 
the course of a day. He had ideas of mistaken 
identity and would call the King, his uncle, a 
fishmonger. But his talk was not always in this 
light. Sometimes his replies were pregnant with 
wisdom and in the same breath wherein he would 
not recognize certain individuals, he would talk 
sensibly to and would recognize other friends. 
He indulged in sharp repartee, but when the 
King would enter he would suspiciously lapse 
into the silly and irrelevant mode of speech. All 
this while sanely and smartly plotting a revenge 
that only a sane man could devise—showing 
much better judgment than a paranoid would 
show in the matter of detailed revenge. Surely 
such actions do not constitute a manic or de- 
pressed type of psychosis and whoever saw a 
manic change over into a depression and back 
again three or four times in the course of a day 
and always at some logical time when he knew 
his actions were being observed and for the 
known effect it wovld have upon the king? Too 
much purposeful reaction! What insight was 
there? He admitte: that his mind was diseased, 
that is, he said it wes, but did he really think so? 
Was not this either a superficial insight or an 
admission for the purpose for which he was plan- 
ning? It is amusing to see where the King would 
agree with everything that Hamlet said, no mat- 
ter how absurd it happened to be and Hamlet 
seemed to take an unholy delight in thus making 
sport of the King. Another point against his de- 
pression! The king’s attitude when around Ham- 
let was that of an individual who did not want to 
offend at any cost, for he lived in terror of this 
supposedly insane man and was at that moment 
making plans for having him smuggled out of 
the country. On another occasion when the ghost 
appears, Hamlet is afraid of it—though recogniz- 
ing it as the habit of his father. But no one else 
could see it and the queen tells him it is but the 
coinage of his brain, These hallucinations of 
sight and hearing are but momentary, for as 
soon as the ghost is out of the room there is 4 
sudden breaking in Hamlet’s pose and he con- 
verses with his mother and plans the events of 
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the current evening. Why has he been called 
the “Melancholy Dane” when he has shown no 
consistent signs of any type of psychosis? He 
had a depressed attack and likewise a manic 
attack, quickly changing from one to the other. 
But only on one occasion was he retarded in 
thought, action and speech. His manic periods 
were never over a very long period of time. Per- 
haps his description is due to the manner in 
which he discourses upon the stage, in a moody 
and thoughtful manner, giving dire accounts of 
happenings and uttering gloomy forebodings in 
a somber funereal voice. But these are not given 
in the vein of a true psychosis. Ophelia, the 
daughter of the Lord Chamberlain, is said to be 
distracted and by this we may presume that 
Shakespeare means insane. He often used the 
words “mad” and “distraught” in the sense of 
being insane, although that is not the true mean- 
ing according to Webster. This young lady sings, 
talks in the form of poetry, is irrelevant and 
most of her speeches are ribald. As with many 
others, her state of mind is supposed to be due 
to her father’s death. She comes on the stage 
dressed fantastically with straws and flowers, the 
usual mode of depicting lunacy on the stage. 
Writers in times past and indeed many in the 
present day, could not depict any psychosis 
unless they had their characters shown as raving 
maniacs or groveling idiots. The young lady 
keeps up & meaningless jabber and finally drowns 
accidentally. Many of her actions are those of a 
praecox but, as we have seen before, there is al- 
ways a mixture and never a pure array of symp- 
toms which would feature any single type of 
psychosis. But the acuteness of the onset and 
the talkativeness with the fantastic array are 
quite suggestive that Ophelia was a hypomanic. 

We should not expect Shakespeare to depict 
characters that represent the dementia praecox 
group as we are accustomed to classify them 
today, for it was only as recent as 1860 that 
Morel and later in 1891 that the term dementia 
praecox was used, and Kraeplin did not regard it 
as a distinct disease until 1896. This was two 
and a half centuries after Shakespeare died, 80 
most insanities looked about alike to him. Many 
of his characters do show the silly and senseless 
behavior of the hebephrenic but these traits are 
80 often mixed with those associated with the 
manic group. Nowhere is any mention made of 
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any mental trouble which can be laid to chronic 
over-indulgence in alcohol. Drug addiction was 
not recognized per se, although the author calls 
hyocyamus “the insane root that taketh the rea- 
son prisoner.” When drugs were taken at all it was 
only for the playful recreation that allowed one 
to get rid of his enemies and one did not repeat 
the dose or obtain a tolerance for it, as care was 
taken that the original dose was of sufficient 
strength to fulfill its purpose. The toxicities and 
exhaustions which precipitate mental break- 
downs are given no heed in any of his works, but 
the worries and trials attending the severance 
of family ties caused many of his characters to 
become abnormal. Syphilis was present in Eng- 
land in those days, but that it was able to cause 
any mental trouble was a point to be determined 
centuries later. The deliriums of fever were 
known and recognized as momentary episodes of 
unreality. None of the women showed the de- 
pressions with anxiety that characterize the 
menopause. Most were too easily relieved and 
were too acute. Shakespeare recognized the 
mental changes that occurred coincidentally with 
the physical decay of senility and gave a good 
description in “King Lear.” As we have seen in 
Caesar—epilepsy was known, but there was no 
attendant psychosis in this case. Those cases of 
paranoia which we assume are so rare, are rare 
indeed. In his day if a man went about the city 
and talked much about the officials of the gov- 
ernment, there would be but a few months allowed 
to the individual to develop a systematic arrange- 
ment of persecutory ideas. Shakespeare’s under- 
standing of the manias was only partial and like- 
wise of the depressions. He gave symptoms that 
fitted either one and had them appear in the 
same persons at different times. That, in itself, 
was all right, but he had the transition from one 
phase to the other occur with such frequency 
and with such a short interval, sometimes several 
such changes in the course of a day, that we can- 
not assume that his knowledge of this group of 
psychotic phenomena was secure. 

But should we expect too much of any man 
living as he did in the years when medicine was 
stagnant, when even the physiology of humans 
was imperfectly understood let alone having any 
special knowledge of mental functions? The 
names we give today to the various types of 
psychoses are but ones of convenience—they are 





72 


names for groups of symptoms occurring most 
often with some degree of certainty. But when 
a case presents itself that is not clear cut, does 
not readily fall into this prescribed group or into 
that one, we are all at odds. Such @ case changes 
its presenting aspect from year to year and our 
real helplessness is so vividly shown by the many 
and widely divergent diagnoses which we attach 
to the case after several hospitalizations. If we, 
as men trained in this special work, are at odds 
so often, must we not give Shakespeare the credit 
of being a keen observer and diligent recorder of 
the abnormalities of mentality and overlook with 
condescension his many inconsistencies in a field 
which was foreign to him? 
BIBLIOGRAPHY 
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FAMILY PHYSICIAN AS EDUCATOR 


Dawson (Lancet) says: “If we are to guide peo- 
ple in the ways of health, if the community guards 
the health of its mothers, its babies, its school chil- 
dren, its industrial workers, the family doctor must 
become an educationist and in part a health admin- 
istrator. If he does not, his role will suffer progres- 
sive diminution, curtailed as it will be on the one 
hand by the wholetime health official, and on the other 
hand by the invading specialist. This will, in my 
judgment, be a disadvantage to the community. The 
family doctor should remain the foundation of med- 
ical service, but his outlook, functions and training 
need modification to meet changing needs. First 
must come his care of the sick, but beyond that he 
will have communal and educational duties.” 





A DEDICATION 


O God, who dwellest not in houses built by hands, 
but revealest Thyself in the lives of men and women 
who serve the world, hallow with Thy blessing this 
building reared for the fellowship of those who 
minister to the health of bodies and of minds. Let 
Thy blessing rest upon all who planned and all who 
labored to erect this edifice, and upon those who shall 
direct its use. Foster here both the science and art of 
physical well-being. May those who meet within these 
walls help each other to understand the causes and 
cure of disease, to be skilled in safeguarding and in- 
creasing public health, and to aid mankind to attain 
greater vigor for their work and play. 

Grant that this Academy of Medicine rich with the 
memories of physicians and surgeons honored and 
loved in their generations, may uphold the standards 
and traditions of a high calling, and inspire its mem- 
ber; with open-mindedness to truth, diligence in study, 
courage in the discharge of duty, reverence for those 
they serve, and unselfish devotion to their welfare. 
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In the midst of this wealthy city, enable these servants 
of humanity to remain untainted by sordid ideals, and 
by their life and work to assist in leavening the com- 
munity with the spirit of the Son of man who came 
not to be ministered unto but to minister, and who 
set men free from ills of the flesh and spirit that they 
might share His own abundant life. Amen.—Dedica- 
tory prayer (Rev. Dr. Henry Sloane Coffin), The New 
York Academy of Medicine. 





YOUR SOCIETY 

The well-conducted medical society should repre- 
sent a clearing house, in which every physician of the 
district would receive his intellectual rating, and in 
which he could find out his professional assets and lia- 
bilities. We doctors do not “take stock” often enough, 
and are very apt to carry on our shelves stale, out- 
of-date goods. The society helps to keep a man “up 
to the times,” and enables him to refurnish his mental 
shop with the latest wares. Rightly used, it may be a 
touchstone to which he can bring his experiences to 
the test and save him from falling into the rut of a 
few sequences. It keeps his mind open and receptive, 
and counteracts that tendency to premature senility 
which is apt to overtake a man who lives in a routine.” 
—Osler, “Aequanimitas.” 





SIRLOIN STEAK FOR ONE 
The old gentleman tumbled over a five-barred gate 
just in time to save himself from the angry bull. 
“You brute,” he spluttered, shaking his fist at the 
animal, “and I’ve been a vegetarian all my life.”— 
Cincinnati Enquirer. 





AND DON’T FORGET THOSE DUES 
Golf is what letter-carrying, ditch-digging, and car- 
pet-beating would be if those three tasks had to be 
performed on the same hot afternoon in short pants 
and colored socks by gouty-looking gentlemen who 
required a different implement for every mood.—New 
York Sun. 





CUSTOM MADE 
Neighbor—“Yes, but I ’ad the last word wiv him. 
I sez to ’im, I sez, ‘You’re as ugly as if you’d been 
measured for it.’”—Punch. 





Society Proceedings 


ADAMS COUNTY 


The annual business meeting of the society, De- 
cember 12, 1927, was attended by thirty-four physicians. 

The meeting was called to order at 8:20 P. M. with 
the President in the chair. Dr. O. F. Shulian read 
a very interesting report of the 1927 meeting of the 
American College of Surgeons, held at Detroit. Dr. 
H. Germann-Sinnock reported the 1927 meeting of 
the Inter-State Post Graduate Medical Association 
of North America, held at Kansas City. Dr. M. K. 
Germann reported the 1927 meeting of American Col- 
lege of Physical Therapy held at Chicago. Dr. Har- 
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old Swanberg briefly reported the 1927 meeting of 
the Radiological Society of North American held at 
New Orleans. 

The minutes of the November meeting were ap- 
proved as published in the Bulletin. The minutes 
of the December Council meeting were read and 
approved. Dr. Wells presented the proposition of 
the society conducting a newspaper publicity cam- 
paign. It was moved that the report be received 
and the recommendations of the committee concurred 
in (the recommendations of the committee to con- 
duct the publicity campaign were for individual mem- 
bers to sign a contract with the Quincy newspaper, 
the expense being pro-rate according to the number 
of signatures secured). Dr. Knox made a substi- 
tute motion that the report of the committee be re- 
ceived and tabled and that the committee be thanked 
and discharged. After considerable discussion the 
substitute motion was carried. 


Dr. Stevenson reported for the Entertainment Com- 
mittee who had charge of the social arrangements 
for the All-Day meeting in November. His report 
showed that after all expenses of the banquet had 
been paid there was a balance of $7.50 left. A 
motion was carried that the report be received and 
placed on file and the balance of $7.50 be placed in 
the general funds of the society. 

The matter of parking privileges for physicians was 
brought up by Dr. A. H. Bitter and a motion was 
carried that the President appoint a committee of 
two to interview the Mayor concerning this. Drs. 
J. N. Jackson, R. L. Sutton, and W. W. Duke of 
Kansas City were elected Honorary Members of the 
Adams County Medical Society. Applications for 
membership in the society by Drs. J. M. West of 
Quincy and R. E. Graber of Clayton were read and 
ordered turned over to the Board of Censors. The 
Board of Censors reported favorably on the applica- 
tions of Dr. E. B. Miller and Dr. T. W. Rhodes who 
were elected to membership in the society. 


The President of the society read a report of the 
accomplishments of the organization during the past 
year. The Secretary then read his annual report. The 
report of the Treasurer was then read. Dr. J. A. 
Koch made a motion that inasmuch as Dr. L. H. 
A. Nickerson had been a member of this society for 
50 consecutive years that his dues for the coming 
year and henceforth be remitted for him and that 
he be permitted to enjoy all of the privileges of the 
society. Second and unanimously carried. 


The annual election was then held and resulted as 
follows: Dr. W. H. Baker, president; Dr. J. F. 
Ross, first vice-president; Dr. H. Germann-Sinnock, 
second vice-president; Dr. Harold Swanberg, sec- 
retary. A motion was then carried that Dr. Swan- 
berg be permitted to name his own assistant as assist- 
ant secretary of the society. Dr. J. A. Koch was 
elected treasurer. Drs. Center, Irwin and Ericson 
were declared members of the Council to serve for 
two years; Dr. Ralph McReynolds, as Medico-Legal 
Member; Dr. J. W. E. Bitter, as member of the 
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Board of Censors; Dr. Howard S. Maupin, as mem- 
ber of the Library Committee. 

At this time a committee of two was appointed to 
escort the newly elected President, Dr. W. H. Baker, 
to the chair. Dr. Baker assumed office and ex- 
pressed his great appreciation for the honor that had 
been conferred upon him and pledged 100 per cent 
attendance and his best endeavors to make 1928 a 
very successful year in the history of the organiza- 
tion. 

Dr. J. A. Koch made a motion that the dues for 
1928 be fixed at $20.00 per member. Dr. Wells made 
a substitute motion that the dues remain at $15.00 
per member. Considerable discussion followed. When 
a vote was called for, the substitute motion was lost 
and the original motion of Dr. Koch to make the 
dues $20.00 was carried. Dr. Swanberg made a mo- 
tion that the Secretary be authorized to enter into a 
new contract for the publication of the Bulletin dur- 
ing 1928 at an expense not to exceed $100.00 and that 
a voucher be drawn on the treasurer for this amount. 
Carried. Dr. T. B. Knox made a motion that the 
honorarium for the secretary be increased to $100.00. 
It was duly seconded. Dr. Swanberg made a motion 
that this be tabled but it failed to secure a second. 
Dr. Knox’s motion was then carried. Dr. Swanberg 
made a motion that the January meeting be a social 
one and be placed in charge of the newly appointed 
Entertainment Committee. Dr. Koch made a sub- 
stitute motion that the January meeting be for mem- 
bers of the society only. A vote on the substitute 
motion was lost and the original motion carried. 
The President called for an expression as to the 
length of the society programs and the expression 
showed that a program of about two hours’ time 
would prove most desirable. 

The meeting adjourned at 11:30 P. M. 

Harotp SwanserG, M. D., 
Secretary. 


CHAMPAIGN COUNTY 


At the annual meeting of the Champaign County 
Medical Society held at the Champaign Country Club, 
the following officers were elected: president, C. 
George Appelle; vice-president, H. L. Ford; secre- 
tary-treasurer, G. D. Gernon; board of censors, C. 
F. Newcomb, E. D. Wise and W. E. Schowengerdt; 
medical defense committee, J. C. Dallenbach; delegate, 
C. F. Newcomb; alternate, L. O. Sale; ethical rela- 
tions committee, W. L. Gray, T. G. Knappenberger 
and James H. Finch. 

In addition to the election of officers a 6:30 dinner 
was served and the Society was entertained by an 
illustrated discourse on “Differential Diagnosis of 
Abdominal Conditions,” delivered by Dr. H. L. 
Kretschmer. 

G. D. Gernon, M. D., 


Secretary. 
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COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Regular Meeting, December 7, 1927 


Medical and Dental Arts Building, Fifth Floor 
8:30 P. M. 


Telephone Central 3026 


The Diagnosis and Management of Toxic Goiter. 
SGhiskSunis oe enceuee Frank H. Lahey, Boston, Mass. 

Discussion: E. P. Sloan, Bloomington, Ill., Charles L. 
Mix, Carl A. Hedbloom, Karl A. Meyer. 


Joint Meeting Chicago Medical Society and the 
Douglas Park Branch, December 14, 1927 


1. Observations on the Prevention and Early Treat- 
ment of Cardio-Vascular Disease. Maurice Lewison 
Discussion.... Walter W. Hamburger, I. M. Trace 

2. Diseases of the Gall Bladder and Biliary Tracts 
in the Light of Recent Studies.. Victor L. Schrager 
Discussion: Andrew Ivy, Professor Physiology, 
Northwestern University Medical School. 





GREENE COUNTY 


Regular annual meeting of the Greene County Medi- 
cal Society was held in White Hall on Friday, Dec. 
9, 1927. 

The business session was called to order by the 
president, Dr. A. K. Baldwin, at Walton Hospital 
at 11:30 A. M. 

After the reading of the minutes of previous meet- 
ing a number of business matters were disposed of 
and the society proceeded to the election of officers, 
which election resulted as follows: president, Dr. N. 
J. Bucklin of Roodhouse; vice-president, Dr. A. R. 
Jarman of White Hall; secretary-treasurer, Dr. W. 
H. Garrison of White Hall; censor, Dr. W. C. Tuni- 
son of White Hall. 

The Society then adjourned to the dining room 
where a splendid chicken dinner was served and a 
pleasant social hour was enjoyed. The scientific ses- 
sion was convened at 1:30 P. M. when the following 
subjects were discussed, viz., Eclampsia, Post Partum 
Hemorrhage, Hemorrhage of the Stomach and Bowel, 
Hemorrhoids and Fistula in Ano. Every physician 
present participated in the discussion. 

A number of instructive cases were reported and 
many interesting experiences were related. 

A vote of thanks was tendered Miss Walton for 
entertaining us so royally in her well equipped little 
hospital. 

Miss Walton has spared neither pains nor money 
to bring her hospital up to the minute, especially 
for obstetric work, and she richly deserves the patron- 
age of the people and the support of the physicians 
of Greene County. 

Ten members and several visitors were present. 

W. H. Garrison, 
Secretary. 
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Marriages 
Henry F. Hooxer, Danville, Ill., to Miss 
Hazel I. Hull of Rantoul, at Evanston, Octo- 
ber 22. 





Personals 


Dr. Albert N. Mueller has been elected presi- 
dent of the board of health of Rock Island. 

Dr. Peter Kronfeld, Vienna, Austria, has been 
appointed assistant professor of ophthalmology 
at the University of Chicago. 

Dr. Edgar C. Turner, Chicago, has been ap- 
pointed health officer of the city of Savanna to 
succeed the late Dr. James D. Lyness. 

Dr. George W. Crile, Cleveland, was the guest 
of honor at a cancer prevention meeting for the 
public sponsored by the Oak Park Physicians’ 
Club, Oak Park, at the West Suburban Hospital 
and Oak Park High School Auditorium, Decem- 
ber 8. 

Dr. Edward G. Ahrens has resigned as medical 
director of the Decatur and Macon County 
Tuberculosis Sanatorium, Decatur, to accept the 
superintendency of the Oakland County Sana- 
torium, Pontiac, Mich. 

Dr. Norval H. Pierce, professor and head of 
the department of laryngology, rhinology and 
otology, University of Illinois College of Medi- 
cine, addressed the Rock Island County Medical 
Society, December 13. 

Dr. John M. Dodson, executive secretary of the 
Bureau of Health and Public Instruction of the 
American Medical Association, addressed the 
Omaha-Douglas County Medical Society, Omaha, 
recently, on “Importance of Medical and Health 
Education of the Public.” 

Dr. Thomas Hugh Scott has been appointed 
medical officer-in-charge of the Veterans’ Bureau 
hospital at Maywood, succeeding Dr. Robert W. 
C. Francis, who recently resigned. Dr. Scott 
comes from a similar position in a Veterans’ Bu- 
reau hospital at Muskogee, Okla. 

William T. Bovie, Ph.D., professor of bio- 
physics, Northwestern University Medical 
School, addressed the Chicago Laryngological 
and Otological Society, December 5, on the 
therapeutic effect of ultraviolet lights. 

Dr. Herman N. Bundesen, health commis- 
sioner of Chicago from December 1, 1927, has 
accepted appointment as health editor of the Chi- 
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cago Daily News and director of health of the 
Sanitary District of Chicago. 





News Notes 





—Additions are under construction to the 
Blessing Hospital and St. Mary’s Hospital, 
Quincy, the total cost of which will be about 
$600,000; they are expected to be completed by 
September, 1928. 


—The Chicago Orthopedic Club and the Chi- 
cago Tuberculosis Society met jointly, December 
15.. Dr. John Ridlon discussed “Diagnosis of 
Tuberculosis of Bones and Joints,” and Dr. Ed- 
win W. Ryerson, “Operative Treatment of Tuber- 
culosis of Bones and Joints.” 


—The Will-Grundy County Medical Society 
was addressed, November 30, by Dr. Victor L. 
Schrager, Chicago, on “Diseases of the Gallblad- 
der and Biliary Tract,” and by Dr. Robert W. 
Keeton, associate professor of medicine, Univer- 
sity of Illinois College of Medicine, Chicago, De- 
cember 7%, on “Control of Obesity.” 


—A dinner will be given, January 13, by the 
north side branch of the Chicago Medical Society 
and the Physicians’ Fellowship Club in honor of 
Dr. Lucius H. P. Zeuch, editor of the first vol- 
ume of the History of Medical Practice in TIli- 
nois; Glenn Frank, LL.D., president of the Uni- 
versity of Wisconsin, will be the speaker. 


—The Chicago Consumptive Aid Society 
opened a home at Geneva, IIl., a few days ago, 
which was bought for $77,000. It was formerly 
the property of Hamilton J. Brown of Batavia 
and includes an estate of fifty-three acres. This 
accomplishment represents twelve years’ work by 
this society of women to provide a place for the 
care of persons with incipient tuberculosis. 


—Physicians of Champaign and surrounding 
counties were invited to a reception and banquet 
at the formal opening of the Eastern Illinois 
Memorial Sanatorium at Urbana, December 6. 
Among others, Dr. Charles A. Elliott, professor 
cf medicine, Northwestern University Medical 
School, and Vice President of the American 
Medical Association, gave an address on progress 
in medicine. 


—The Lee County Medical Society, Dixon, was 
host to the North Central Illinois Medical Asso- 





NEWS NOTES 75 


ciation, December 2. Among others, Dr. Paul B. 
Magnuson, Chicago, spoke on disabilities of the 
hip joint; Dr. William A. MeNichols, Dixon, 
indications and treatment of lung abscess by the 
bronchoscope, and Drs. John R. Vonachen and 
Clifford U. Collins, Peoria, congenital stenosis 
of the pylorus. 


—The Chicago Society of Internal Medicine 
met at the City Club, December 19. Drs. Joseph 
L. Miller discussed “Diseases of Ancient Man,” 
M. Friedman and N. Cordero, “Influence of 
Posture on Renal Function Tests,” and Herbert 
F. Binswanger, Harry Segal and Solomon 
Strouse, “Effect of Emotion on Basal Metabolic 
Rate.”—The Chicago Medical Society held a 
joint meeting with the Douglas Park Branch, 
December 14. The speakers were Drs. Maurice 
Lewison and Victor L. Schrager. 


—The Chicago Gynecological Society held its 
four hundred and thirtieth regular meeting at 
the John B. Murphy Memorial, 50 East Erie 
Street, December 16. Drs. Irving F. Stein and 
M. Leventhal read a paper on “Laparotrachelo- 
tomy: An Analytic Report of Forty Consecutive 
Operations Without a Death;” Drs. William C. 
Danforth and Robert M. Grier, “Five Years’ Ex- 
perience with Low Cervical Cesarean Section,” 
and Drs. Sydney S. Schochet and Carey Culbert- 
son, “An Experimental Study of Endometriosis.” 


—At the annual meeting of the Chicago Gyne- 
cological Society, Dr. Joseph L. Baer was elected 
president ; Drs. William M. Thompson and David 
A. Horner, vice presidents, and Dr. Sydney S. 
Schochet, secretary; Drs. Emilius C. Dudley, 
Henry T. Byford and Edmund J. Doering were 
elected honorary presidents. Dr. Carey Culbert- 
son gave an address on “Review of the Early 
Years of the Chicago Gynecological Society,” 
and Gordon J. Laing, Ph.D., of the University 
of Chicago, spoke on “Trials of the College 
Professor.” 


—The fourth Ludvig Hektoen Lecture of the 
Billings Foundation of the Institute of Medicine 
of Chicago will be given by Dr. Francis Peyton 
Rous of the Rockefeller Institute for Medical 
Research, January 27, at the City Club, on 
“The Genesis of Gallstones.” The fourth Lewis 
Linn McArthur Lecture of the Billings Founda- 
tion will be given February 24, by Dr. Frank 
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C. Mann of the Mayo Clinic, Rochester, Minn., 
on “Experimental Peptic Ulcer.” The Chicago 
Surgical Society will be the guest of the insti- 
tute at this meeting. Dr. Franklin C. McLean, 
professor of medicine, University of Chicago, 
was elected a member of the board of governors 
at the annual meeting, December 6. At a meet- 
ing of the board, December 14, Dr. John Gordon 
Wilson was elected president of the institute; 
Dr. Edwin R. LeCount, vice president; Dr. 
George H. Coleman, secretary; Dr. John Favill, 
treasurer, and Dr. Ludvig Hektoen, chairman 
of the board. 


—At the December 16 meeting of the Physi- 
cians’ Fellowship Club of Chicago the newly 
elected members, Drs. Amberson, Glat, Harned, 
Kipnis and Windmueller, discussed the question : 
“What Does Being a Doctor Mean to me?” 
December 23, Dr. J. G. Berkowitz discussed 
“The Public Health Institute.” 


—The Bulletin of the Chicago Medical So- 
ciety, December 24, featured an article by Dr. 
Arnold H. Kegel, Commissioner of Health, on 
Diphtheria in Chicago. The statistics quoted 
indicate an increase in the fatality of this dis- 


ease in recent years and more deaths in eleven 
months this year than any year since 1922. Am- 
ple dosage of antitoxin, “at least 20,000 units” 


on the first visit, is recommended. Physicians 
are urged to immunize preschool children with 
toxin-antitoxin as diphtheria is most fatal at 
that age. 


—Dr. W. H. C. Smith, superintendent of 
Beverly Farms, a home and school for nervous 
and backward children at Godfrey, Il., has just 
completed extensive additions which enable it 
to accept 20 more children. Improvements in- 
clude new laundry, new and central heating 
plant, new cottage, new bathrooms and toilets. 


—On Tuesday, November 29, there was a sec- 
tion conference of the Illinois Medical Labora- 
tory Association held at the Decatur & Macon 
County Hospital, Decatur, Ill. Demonstrations 
of laboratory technic were made on the follow- 
ing subjects: 

Hydrogen-ion titration 
Bacterio-phage 
Fungi. 


Kahn test 
Tularemia 
Undulant fever 


After the demonstrations the following pro- 
gram was given: The Relation of the Clinical 
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Laboratory to Public Health, by J. J. McShane, 
M. D., Epidemiologist, State Department of 
Public Health; Vincent’s organisms and Vin- 
cent’s Angina, by Thomas G. Hull, Ph.D., Chief, 
Division of Laboratories, State Department of 
Public Health ; Indications for Blood Chemistry, 
by C. R. Smith, M.D., Pathologist, Decatur and 
Macon County Hospital. 





Deaths 


Henry T. Boertrn, Chicago; Harvey Medical Col- 
lege, Chicago, 1900; aged 64; died, November 10, of 
cerebral hemorrhage and chronic interstitial nephritis. 


Micwaet J. Fay, Chicago; Bennett Medical Col- 
lege, Chicago, 1894; Kentucky School of Medicine, 
Louisville, 1895; member of the Illinois State Medical 
Society; aged 66; died, November 26, of pleurisy and 
myocarditis. 


Joun Patrick Kane, Chicago; Chicago College of 
Medicine and Surgery, 1913; a Fellow, A. M. A,; 
for twelve years on the staff of the Cook County 
Hospital; aged 44; died, December 9, of lobar pneu- 
monia. 

WittrAM Kirsy McLaucuuin, Jacksonville, Ill; 
Chicago Medical College, 1890; aged 65; died, No- 
vember 24, in a local hospital, of chronic interstitial 
nephritis. 


Wa .tTeR Howarp MEeEnts, Chicago; Rush Medical 
College, Chicago, 1907; member of the Illinois State 
Medical Society; aged 44; died, November 30, of 
ruptured aneurysm of the aorta. 


Harry DetpHos Orr, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1904; a (Fellow, 
A. M. A.; member of the American Urological As- 
sociation; surgeon general of the Illinois National 
Guard; served during the World War; aged 50; 
died, December 8, at the Army and Navy General 
Hospital, Hot Springs National Park, of multiple 
myelomas and anemia. 


ArIsToPH SPARE, Chicago; Medico-Chirurgical Col- 
lege of Philadelphia, 1898; member of the Illinois 
State Medical Society; clinical associate in ophthal- 
mology, Rush Medical College; aged 55; died, No- 
vember 21, of coronary thrombosis and angina pectoris. 


Witiram Carver WiLuiaMs, La Grange, IIl.; West- 
ern Reserve University School of Medicine, Cleveland, 
1892; aged 60; died, November 29, of pulmonary 
tuberculosis. 


GrorcE SHERMAN Witson, Nokomis, IIl.; Medical 
College of Indiana, Indianapolis, 1893; aged 62; died, 
November 24, at the Huber Memorial Hospital, Pana, 
of heart disease. 


Horace Lyman Witson, London Mills, Ill.; Rush 
Medical College, Chicago, 1885; member of the IIli- 
nois State Medical Society; aged 66; died, Novem- 
ber 12. 
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